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HE subject of the surgical problem and its 

management which I wish to lay before you 
may be introduced by the citation of two case 
histories. 


C. H. T. No. S-39299, male, 57 years old, seen in 
consultation July 27, 1931, had been ill one week 
with acute abdominal symptoms including pain, 
vomiting, obstipation, fever and chills; examination 
showed an obese man with hugely distended but not 
tender or spastic abdomen, a fever of 104° and leuco- 
cytosis of 11,000. The outstanding symptoms were 
those of intestinal stasis, obstructive or otherwise, 
whose underlying cause was not evident. An im- 
mediate cecostomy was made under novocain anes- 
thesia; neither the appendix nor anything else ab- 
normal could be felt through the small incision. 
In spite of fair drainage the non-spastic and non- 
tender distention persisted, due apparently to in- 
testinal paresis, and an average of two exhausting 
chills daily occurred; jaundice appeared; a pre- 
sumptive diagnosis of suppurative pylephlebitis and 
probable abscess of the liver was made,—cause 
unknown—, a radical exploration determined on and 
a probably fatal prognosis given. Blood cultures 
were negative. On August 3, 1931, one week after 
the cecostomy, under avertin and local novocain in- 
filtration anesthesia, the abdomen was opened free- 
ly but the exploring hand could demonstrate noth- 
ing except universal small intestine distention, with- 
out peritonitis. The incision was enlarged and the 
small intestine completely eviscerated and wrapped 
in thin rubber sheeting, and kept warm by hot com- 
presses; with this exposure ‘t was possible to ob- 
serve edema of the. termina: meso-ileum and other 
tissues in the ileo-cecal angle, which led to the 
discovery of a small retrocecal abscess containing 
foul B-coli pus, undoubtedly of appendiceal origin. 
The pus was aspirated and drainage instituted, no 
attempt being made to find or remove the appendix, 
since time was precious and the fixation of the 
cecum by the cecostomy was an obstacle. The 
eviscerated jejuno-ileum was now examined; its coils 
were greatly and uniformly distended and to return 
them to the abdominal cavity was obviously impos- 
sible. The bowel was in part of purplish hue and 
in part anemic looking, and in several places its 
serosa was split by stretching. A rather stiff No. 
20 F. hollow urethral woven bougie was introduced 
with suitable precautions through a small incision 
in the terminal ileum and gradually worked along 
the lumen of the bowel, whose successive coils were 
drawn along it, while a very large amount of thin, 
foul, fecal fluid and gas was evacuated. Owing to 
the lack of rigidity of the bougie it could not be 
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made to penetrate to the proximal jejunum, the last 
few loops of which were milked toward it. When 
evacuation was as complete as possible the bougie 
was withdrawn, the contaminated surface near the 
opening cleansed and the opening appropriately 
closed. Irrigation of the inside of the bowel was not 
done. The operation lasted an hour and a half, and 
seemed not to have shocked the patient;—indeed, 
pulse, blood pressure and respiration were unchanged 
and his appearance was better. The patient had a 
prolonged convalescence but made a complete recov- 
ery. 


The second patient was a woman—M. K. F., No. 
S-40799, 44 years of age, who had been operated 
on for strangulated femoral hernia, requiring resec- 
tion of gangrenous ileum and end to end anastomosis 
which was done by the basting-stitch aseptic method. 
The patient developed the symptom-complex of acute 
intestinal obstruction on which was superimposed 
on the fourth day unmistakable evidence of a rap- 
idly diffusing peritonitis. It was recognized that the 
anastomosis had not functioned and had finally de- 
veloped fecal leakage. The patient’s abdomen was 
tender, rigid and much distended and she was hav- 
ing regurgitation of intestinal contents. It was evi- 
dent that only a radical and desperate operation 
could save her, which was carried out under basal 
avertin and supplementary ether anesthesia. <A 
generous incision was made which revealed the in- 
testines uniformly distended, purple, with many 
patches of fibrin, and a considerable amount of fecal 
fluid bathing the lower abdomen and pelvis. After 
a vain attempt to demonstrate the condition without 
more exposure, complete evisceration of the entire 
small intestine was permitted and encouraged, the 
coils of greatly distended bowel being received and 
enclosed in thin rubber sheeting and kept warm by 
hot compresses externally. The defective and ‘eak- 
ing anastomosis which was close to the cecum was 
demounted and a large, stiff woven catheter with 
Coudé tip was introduced into the intestine proxi- 
mally, draining a large amount of foul brown fecal 
fluid. Successive loops of intestine were drawn over 
the tip of the catheter until the whole length of the 
latter was occupied by the folded gut, but there still 
remained several feet of proximal jejunum un- 
drained, which was now gently and systematically 
milked from a point near the duodenum distally to 
the tip of the catheter. Thus nearly the whole 
small intestine was evacuated of fluid contents esti- 
mated at between 3 and 4 litres, as well as much gas. 
No irrigation was done. A new anastomosis, side 
to side, was now made, the lower abdominal and 
pelvic cavities which were well exposed to view 
were gently cleansed by suction, and the coils of 
small intestine, released from their rubber envelope, 
were carefully and gently washed off with normal 
saline. They had lost their distention and their 
sinister purple hue, and it was a simple matter to 
return them to the abdomen and close the wound 
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(with a small drain to the anastomosis) with a mini- 
mum of manipulation. The operation lasted one and 
one-half hours and the patient at its close showed 
little evidence of shock;—the pulse, respiration and 
blood pressure being the same as at its beginning, 
and the sub-cyanotic color having improved. She 
made a rapid and complete recovery, complicated 
only by wound sepsis. 


These are the two most striking examples of 
croup of eight cases* in which expedients of 
a similar but not always so thorough type were 
carried out to combat serious instances of in- 
testinal stasis and distention, and the amazing 
fact is that every one of these patients recov- 
ered. While a complete examination of personal 
records has been impossible, it is not known that 
anv fatalities resulted among patients thus 
treated, whereas cases treated less drastically 
showed the usual mortality rate. 

No principle of surgical technique is more uni- 
versally taught and observed than that manip- 
ulation of the intestines, especially if combined 
with the cooling, desiccation and traumatism at- 
tendant on evisceration, will certainly result in 
surgical shock which may turn the balance 
against the patient. It is not necessary to cite 
many authorities in support of this, since they 
may be found in nearly every textbook of sur- 
eery and physiology. Murphy', writing in 
chsner’s Surgical Diagnosis and Treatment on 
intestinal obstruction, expresses the prevailing 
view when he says: ‘‘ Probably no single manip- 
ulation in these eases adds so greatly to the 
surgical shock as evisceration’’, and again: 
‘‘The insertion of a tube into the coils of intes- 
tine for the withdrawal of the contents, as ad- 
vocated by some, is, I believe, a most dangerous 
procedure ; . the mucous membrane is still 
further traumatized, a more rapid absorption 
of the contents is made possible, and it is incon- 
ceivable that all of the toxic content ean be 
removed.’’ DaCosta? says: ‘‘Until recently it 
was surgical custom to break up adhesions, evis- 
cerate, wash out the belly, wipe out the pelvis,— 

. we thus produced dreadful shock.’’ . . . Ho- 
mans* in his Textbook of Surgery, speaking of 
peritonitis, says: ‘‘The peritoneum should be 
handled with gentleness, care should be taken 
to preserve the limiting adhesions, irrigation 
should not be used and evisceration should be 
avoided.’’ These authorities will suffice to in- 
dicate the prevailing opinion. 

I cannot deny the wisdom of these views 
broadly applied, but on the other hand I have 
no doubt that each of these authorities, if con- 
fronted by the awful dilemma of certain in- 
stances of intestinal stasis, would violate his 
expressed principles by some such expedients as 
were used in the eases reported above. The 
theme I wish to propose and defend is that the 
fear of ‘peritoneal shock’’ is so much a part 
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of our surgical consciousness that we are in dan- 
ger, both in our practice and our teaching, of 
failing to take heroic measures to correct desper- 
ate conditions, measures which, though violating 
established precepts, may nevertheless be sur- 
prisingly successful. I hasten to add, lest it be 
thought that I am proposing something original, 
that there is much that is confirmatory in the 
literature. 

Every general surgeon is unhappily familiar 
with the clinical problem presented by the pa- 
tient on the third to the sixth day of paralytic 
intestinal stasis due to peritonitis, or to some 
circulatory disturbance of the intestine, or to 
both. The abdomen is greatly distended and 
tympanitic, no peristalsis is visible or heard with 
the stethoscope, obstipation is complete and 
enemata are without effect; there is regurgitant 
vomiting of intestinal contents, the respiration 
is rapid and shallow, the pulse poor, the color 
subeyanotic, and sweating and prostration be- 
token severe toxemia. If the condition is not 
relieved, the complete syndrome of the terminal 
stages of general peritonitis and intestinal ob- 
struction becomes established and death is in- 
evitable. What is the mechanism of this disaster ? 
First, if bacterial peritonitis is present, the ab- 
sorption of its toxins or the actual invasion of 
the blood stream by the organisms poison the 
system ; secondly, the virtual cessation of all but 
costal breathing due to the crowding upward 
and fixation of the diaphragm diminishes the 
rital capacity of the lungs, embarrasses the heart 
and causes relative anoxemia; thirdly, the stag- 
nating, putrefying, fermenting intestinal con- 
tents cause increasing distention of the intestine 
which‘ in turn eauses impairment of the cir- 
culation in the gut, venous stasis, edema, di- 
minished vitality of the mucosa with actual 
necrosis, depression and paralysis of the in- 
trinsic neuromuscular mechanism of the intes- 
tinal wall,—the plexus of Auerbach. It is not 
necessary to enter the controversy about the pro- 
duction of a specific toxin in the intestine in 
various types of intestinal stasis; nobody denies 
that this stagnating feeal pool swarming with 
bacteria of exalted virulence is the source, by 
absorption of a severe and ultimately fatal 
toxemia. 

What is the accepted treatment of such a con- 
dition? It is understood, of course, that dehy- 
dration and the fall of blood chlorides is to be 
ecombated by supplying normal saline, washing 
out the stomach, perhaps carrying out the essen- 
tials of the Ochsner treatment, but unless these 
Fabian policies succeed, something more radical 
must be done for the underlying abdominal le- 
sion. The: establishment of a simple vent in 
colon or ileum will not solve the immediate prob- 
lem, as it would in the ease of a simple mechani- 
eal obstruction due to a neoplasm or a band, by 
relieving the stasis and permitting a later and 
leisurely attack on the cause. If peritonitis is 
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present, there is general agreement that the 
source should be removed or corrected and drain- 
age established. If a lesion jeopardizing the cir- 
culation threatens gangrene, it must be found 
and treated. But the fear of peritoneal shock 
obsesses the surgeon, who makes a relatively 
small incision, keeps within the abdomen the 
distended, congested, purple bowels with their 
stagnating poisonous contents, and under seri- 
ous handicaps accomplishes what he can and 
makes a difficult closure. Perhaps some extru- 
sion of intestinal loops may occur and he makes 
one or several trocar punctures, thus securing 
partial evacuation, or establishes an ileostomy, 
but he hesitates to make a radical and deter- 
mined attack on the two sé@rious obstacles to re- 
covery — intestinal distention and stasis, with 
their attendant evil consequences. 

There is to be found, however, in modern 
textbooks warrant for a more radical course. 
Moynihan‘, after pointing out that it is the 
overloading and distention of the gut and the 
absorption of its toxie contents which call for 
relief, says: ‘#No operation for acute obstruc- 
tion ean be considered complete which leaves an 
intestine, whose function is to absorb, overdis- 
tended by contents of an offensive and poisonous 
nature.’’ He then describes the introduction 
into the intestine a few inches above the ob- 
struction of a glass tube 6-8 inches long on 
which can be drawn 8-10 feet of intestine, which 
is thus evacuated and may be washed out; he 
speaks also of puncturing at a higher point and 
washing downward. He does not mention this 
procedure in the stasis of peritonitis. Bickham?® 
mentions aspiration of the distended intestine 
by simple puncture and adds: ‘‘Other more 
elaborate methods of evacuation are sometimes 
employed’’, and elsewhere describes Moynihan’s 
method. DaCosta? says: ‘‘Some_ surgeons 
strongly advise the removal of the accumulated 
material. above the obstruction, believing that 
it is very toxic; this is carried out through an 
enterostomy opening by milking or stripping 
the small intestine’’,—and again: ‘‘The empty- 
ing of the bowel content is also warmly spon- 
sored by many German surgeons.’’ These re- 
marks are applied apparently to mechanical ob- 
struction but not to the stasis of peritonitis. 
Munro®, writing on ‘‘Peritonitis’? in Keen’s 
Surgery, says: ‘‘In cases with distention, the 
gut may be opened in one or more places and 
emptied of its contents or the entire length may 
be stripped or ‘milked’ down to an opening in 
the distal portion, thus relieving the patient of 
a large amount of poisonous material. Kocher 
opens high in the jejunum and low in the ileum, 
washing the gut through and through. Most 
surgeons avoid evisceration ....’’? In Jacob- 
son’s ‘‘Operations of Surgery’”? in the chapter 
dealing with intestinal obstruction, reference is 
made to ‘‘Kummell’s plan of allowing the small 
intestines to prolapse under warm and moist 





aseptic towels, the objection being that it is 
often very difficult to get the intestines back, 
and the manipulation and exposure must pro- 
duce shock’’; the writer then mentions, but evi- 
dently without conviction, Moynihan’s method 
of evacuation by a tube. Haggard® in the chap- 
ter on ‘‘Peritonitis’’ in Ochsner’s Surgical 
Diagnosis and Treatment says: ‘‘When there 
is great distention of the intestine, emptying 
one or more loops by a glass tube .. . after 
the method of Moynihan is extremely important; 

. washing and trauma are harmful.’’ Hart- 
well and Cooper® in their article on ‘‘Intes- 
tinal Obstruction’’ in Lewis’ Surgery speak of 
evisceration into a moist rubber dam (as recom- 
mended by the present writer) and evacuation 
by a long tube introduced through an enteros- 
tomy, and add: ‘‘ While these procedures some- 
times yield most satisfactory results, they possess 
serious drawbacks; . . . often the kinking. . 
prevents sufficient evacuation ; the pro- 
cedure is surgically unclean and peritonitis may 
result.’’ No mention of the method is made 
in the article on ‘‘Peritonitis.’’ Holden’, de- 
scribing an operation for acute intestinal ob- 
struction mentions evisceration of the bowels 
into hot salt napkins, saying: ‘‘This step has 
been criticized as causing shock; there will be 
little or no shock if the intestines are kept warm 
and no tension is made on the mesentery.’’ [a- 
ter, having divided the obstructing band he 
says: ‘‘The obstruction is relieved, but if we 
stop the woman will have a stormy convales- 
cence; the contents are toxic and patients do 
much better if this imprisoned material is re- 
moved.’’ He then describes the insertion of the 
flanged end of a 34 inch test tube (with the 
end cut off) into the ileum and the emptying 
of the bowel by milking; the implication is that 
this is a frequent procedure in his clinic, but 
he does not mention its use in peritonitis. 

It is of especial interest to members of the 
New England Surgical Society to recall that 
one of our charter members, Dr. George H. 
Monks, was a pioneer in this field. In 1903, in 
the course of studies on ‘‘Intestinal Localiza- 
tion’’"!, he showed that in the cadaver 20 feet 
of small intestine may be drawn onto a rigid rod 
not more than one foot in length, and in a foot- 
note he speaks of the possibility of ‘‘introduce- 
ing into the gut when freely exposed in an op- 
eration a rigid tube for purposes of inspection 
or for the removal of gas or other intestinal 
contents, ... it is of course uncertain to what 
extent the shock and danger of infection in con- 
nection with such procedure would prevent its 
use’’. Two years later’’, having noted that 
when an enterotomy is done to relieve disten- 
tion, but little gas or other contents is dis- 
charged, so that meteorism is but little relieved, 
he conducted further experiments on the cadaver 
to determine the practicability of intestinal 
evacuation. He found that a simple enterotomy 
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drains but the adjacent loop or two; that an 
elaborate milking process is necessary to empty 
the bowel; that to wash through the bowel from 
a high to a low opening is impossible,—Kocher 
to the contrary notwithstanding, —since the 
bowel ruptures long before the fluid has passed 
any great distance down the gut; that a rod 
eannot be pushed far into the lumen without 
being obstructed by folds, but that the bowel 
readily may be drawn or threaded onto the rod. 
Having thus demonstrated the practicability of 
evacuating and flushing the intestinal canal on 
the cadaver, the opportunity’® came two years 
later to apply the method clinically. The pa- 
tient was a girl eight years of age with an acute 
general streptococcus peritonitis, in deplorable 
condition, with fever of 102°, pulse 180, cheeks 
drawn and sunken, skin clammy, respirations 
shallow, lips parched; the abdomen was opened 
disclosing free pus everywhere whose cause could 
not be determined. In spite of the patient’s 
desperate condition the operator persisted, the 
abdomen was irrigated with a large glass tube, 
the bowels were partially eviscerated, the tube 
introduced high in the jejunum, a second open- 
ine made three feet lower and the bowel washed 
through; the upper enterostomy wound was then 
closed and the tube re-introduced in the lower 
wound and ‘‘the rest of the intestinal canal was 
flushed. The anesthetist reported an immedi- 
ate and striking improvement in the condition 
of the patient. The wound was closed with 
drainage, and a rectal tube drained 114 quarts 
of intestinal contents and salt solution. The pa- 
tient made a complete reecovery’’. Dr. Monks 
was convineed that the patient would have died 
without the procedure; in his discussion he em- 
phasized especially the filling of the intestine 
with hot saline after flushing, thus supplying 
fluid and heat. In a subsequent communica- 
tion'* the same author reported experiments 
showing that in the eat the whole intestine can 
be flushed through two enterotomy openings 
without causing shock or peritonitis, and in the 
human cadaver the small intestine could be 
flushed through 3, 4, or 5 openings, but the 
attempt at flushing the colon through the lower 
opening was not so successful. His conclusion 
was that the procedure should be advocated 
‘‘when the patient has acute intestinal poison- 
ing associated with great distention of the 
bowels’’. 

' Doubtless painstaking search of the literature 
would bring to light many instances where bold 
and ingenious surgeons have adopted methods 
similar to those under discussion. Thus Dr. 


George Haslam” of Lincoln, Nebraska, in 1903, 
convinced that the bacterial toxins of peritonitis 
are excreted into the bowel and vomited by the 
patient, and encouraged by temporary improve- 
ment in several cases where he had made par- 
tial intestinal lavage through enterotomy open- 
ings, treated by more radical measures a boy 





aged 14 suffering from appendiceal peritonitis. 
The boy was described as distended, hiecough- 
ing and vomiting black material. An appendi- 
ceal abscess was drained and the general perit- 
oneal cavity washed out with saline. A median 
incision was then made, an 18-inch loop of 
jejunum withdrawn, opened at each end, ‘‘as 
much of the bowel as possible washed out’’ 
and the openings stitched in each end of the 
wound. The bowel was described as dark in 
color, almost 3 inches in diameter and obvious- 
ly completely paralyzed; it was irrigated dur- 
ing the convalescence, which was complete. ‘‘ As 
a result of this ease’’, says the author, ‘‘I for 
one shall not hesitate to perform a high double 
enterostomy and irrigate the bowel in any case 
of severe intestinal paralysis, provided that the 
patient be not actually dying.’’ Dr. Edmund 
M. Pond’® of Rutland, Vt., recorded the case 
of a girl ten years of age suffering from acute 
appendicitis and general peritonitis. The pa- 
tient was deseribed as semiconscious, with in- 
termittent pulse of 140-160 and an enormously 
swollen and tender abdomen. Operation was 
undertaken at the insistence of the father. After 
starting the ether the anesthetist reported that 
the patient was dying. The ether was stopped, 
nitrite of amyl and four different kinds of 
‘*stimulants’’ administered ‘‘as fast as the 
syringes could be filled’’, while the bold sur- 
geon proceeded to open the abdomen, evacuate 
foul pus estimated at two quarts from the 
peritoneal cavity, irrigate the latter with saline, 
remove the appendix, perform an ileostomy and 
pass the irrigating tube into the intestine in both 
directions, ‘‘until the bowel above and below 
the incision was thoroughly unloaded’’. The pa- 
tient made a stormy but complete recovery as 
a sequel to—if not as a result of,—this opera- 
tion and the subsequent hypodermic injections 
of brandy, strychnine and nitroglycerine, stim- 
ulating enemata, calomel in 20-grain doses and 
finally croton oil. Making due allowance for the 
hyperbole which may be allowed the paeans of 
victory, it seems fairly certain that this pa- 
tient was very ill and made an unexpected re- 
eovery. The author concludes that ‘‘by the 
adoption of this method in cases of general sup- 
purative peritonitis and others where the bowels 
are paralyzed by morphia or sepsis, many cases 
now considered hopeless will recover’’. 

Here then are recorded two personal cases 
with mention of six nearly similar ones, and 
there also are gathered from the literature sev- 
eral others, in which patients desperately ill 
with intestinal stasis, distention and toxemia, 
whose lives were nearly despaired of, were 
treated by intestinal evisceration and evacua- 
tion, with recovery in every instance. Here 
also are noted the classical belief that such 
manipulation and exposure are necessarily pro- 
ductive of serious surgical shock, and also the 
opinions of some modern writers that a meas- 
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ure of such methods is justifiable in desperate 
eases. In spite of the existence of these ex- 
pressions in textbooks, it is my impression that, 
with some exceptions, authors make these recom- 
mendations but half-heartedly and without con- 
viction, and that the generality of surgeons 
would feel that they were administering the 
coup-de-grace if they employed such methods. 
The theme that I wish to propose and defend, 
is that evisceration of the entire small intestine 
does not necessarily produce shock, if the loops 
are received in and kept covered by a smooth 
wet sheet of thin rubber dam kept warm by 
hot fomentations to its outer surface; that the 
whole of the small intestine can be evacuated 
by a rigid or semi-rigid tube introduced into the 
terminal ileum, and on which its successive loops 
are pulled, if necessary ‘‘milking’’ any loops 
which remain; that with appropriate measures 
to prevent soiling the danger of thus setting 
up a peritonitis is small; that by this means 
two of the three mortality producing factors 
are effectively dealt with,—namely, abdominal 
distention due to intestinal paralysis and caus- 
ing cardiorespiratory failure and consequent 
anoxemia, and the accumulation and absorption 
of evil toxins developing in the stagnating in- 
testinal cesspool; that with this exposure of the 
abdominal cavity the underlying cause,—be it 
mechanical or inflammatory—can be effectively 
dealt with; that the procedure completed, the 
abdomen may be closed with the greatest of 
ease and a minimum of harmful manipulation. 

Doubtless the judgment born of experience 
will tell the surgeon in what instances the re- 
moval of the focal cause of peritonitis or of 
obstruction may be expected to secure the sub- 
sidence of a threatening intestinal distention 
and stasis without the need of a resort to more 
drastic measures, and will no. less restrain his 
hand when the patient is beyond human aid. 
My plea is that the stasis of intestinal contents 
and the distention be regarded as pathological 
phenomena absolutely requiring adequate relief 
and that surgeons shall undertake to promote 
this, if necessary, by the deliberate eviscera- 
tion of the small intestine and the evacuation 
of its contents, confident that the risk of sur- 
gical shock and of sepsis from such a course 
may be minimized by the technique suggested, 
and that a procedure which has been widely re- 
garded as desperate and foolhardy, is in reality 
logical, reasonable and quite likely to be life- 
saving. 
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Discussion 


Dr. Atrrep M. Rowtey, Hartford, Conn.: Mr. 
President and Members —I have enjoyed Dr. 
Cheever’s paper. Paralytie stasis infers perit- 
onitis. A mechanical obstruction is accom- 
panied with hypertonicity and hyperperistalsis 
up to a certain point of overdistention. Tube 
drainage of the bowel has unquestionably saved 
many lives in the presence of obstruction. Je- 
junostomy in the last few years has been given 
up in most eases in favor of the nasogastric 
tube. Complete healing of the wound of en- 
terostomy does not always follow the removal 
of the tube. Carrying the tube through the 
omentum before inserting it into the bowel has 
helped in the closure of the stoma. In low ob- 
struction of the ileum I have preferred to do a 
cecostomy rather than an ileostomy because of 
the greater ease of healing. 

I wish to report a case of acute appendicitis 
followed by obstruction. At operation, when re- 
moving the perforated appendix, I noticed a con- 
striction of the terminal ileum from embryonal 
adhesions, also the presence of a considerable 
sized mesenteric fibroma in this area. On the 
fifth postoperative day the patient developed 
severe pain and visible peristalsis. I reoper- 
ated on her and found the terminal ileum rib- 
boned with distended bowel proximal to it. The 
embryonal adhesions were released, but as this 
did not sufficiently relieve the obstruction, two 
days later I did a cecostomy, passing the ree- 
tal tube into the cecum, then over the ileocecal 
valve and for a distance of twelve to fifteen 
inches into the ileum. I operated in the eve- 
ning. She was a very sick girl before this, with 
a high temperature and rapid pulse rate. Dur- 
ing the night she drained a large quantity of 
intestinal fluid and the next day was entirely 
relieved of the distention. I had a letter from 
her the other day saying she would return to 
her school this fall and that she is entirely 
healed. I have employed this method when 
doing an end to side anastomosis of the ileum 
to the colon and, in the case shown in the clinie 
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this morning, after finishing the anastomasis I 
did a colostomy and splinted the ileum by pass- 
ing the tube down its lumen. It acts as a splint 
and serves the purpose of draining the small 
bowel. 

Dr. Lucius C. Kixneman, Providence, R. I.: 
Mr. President and Gentlemen—In regard to this 
method that Dr. Cheever has told us about, I 
have had no personal experience. I can think 
of cases which would at least have done no worse 
by that method than by methods that were em- 
ployed. 

It seems to me, from this report, that it might 
be quite worth trying in certain cases, but it 
also seems to me that it should not be done by 
anyone unless he is willing to do it with the 
same care and delicacy of touch that I am sure 
Dr. Cheever employed. I quite agree with the 
last speaker about jejunostomy, that in the true 
paralytie ileus, which is not always easy to dif- 
ferentiate from the mechanical ileus, the jejunos- 
tomy seldom drains. It doesn’t drain if your 
distended loop is the loop of volvulus. I have 
seen that happen. It will often not drain if 
you stick a catheter in the wrong way and sew 
it in rather tight, so that as the distention goes 
down, nothing passes down to where the eye 
of the catheter is. 

So far as jejunostomy goes, we think we can 
accomplish as much by the Levine tube. 


Dr. JoHN Homans, Boston, Mass.: In sup- 
port of Dr. Cheever’s contention, I am inclined 
to think that one of the benefits which is brought 
to the patient by his treatment is the relief of 
acute passive congestion which we all know is 
dangerous and causes a very remarkable toxic 
effect both locally and generally, the acute con- 
gestion of the forearm which causes Volkmann’s 
paralysis being a familiar example. 

I think it is quite possible that, when an acute 
intestinal distention is relieved, the acute pas- 
sive congestion which must go with it is also 
relieved. I am not at all sure that the intes- 
tinal contents are so toxic as generally believed. 
That their absorption is not harmful is shown 
pretty well by the relief of an acute obstrue- 
tion where the contents are not removed. So I 
think Dr. Cheever might give himself credit for 
doing several things he has not spoken of. 

In further support of procedures to relieve 
distention, you all know that sometimes when 
a patient is distended and vomiting, if you will 
turn him over on his abdomen, for some reason 
or other something favorable happens, and it 
has always seemed that the blood supply of the 
bowel has been improved and that the change in 
posture caused the bowel to resume its function 
which, before that, it had lost. Therefore I am 
inclined to think it is not so important to re- 
move the toxic material as to eapeere the blood 
supply of the intestines. 


Dr. Artur W. ALLEN, Boston, Mass.: In 





support of what has been said about paralytic 
ileus, I should like to speak of two instances I 
have seen in the past year where posture really 
played a réle. The first patient was a boy who 
had had a drained appendix and developed in- 
testinal obstruction. Following this he had an 
ileostomy which worked for a short period of 
time and then stopped functioning. 


He had been treated most of the time in a 
semi-Fowler’s position. After his second ob- 
struction, rectal examination revealed a mass 
which was rather soft but very distinet and 
which we thought probably was going to be- 
come an abscess. His obstruction did not im- 
prove but he was kept in good condition with 
a Levine tube and with fluids into his veins, 
and so forth. The time arrived, however, be- 
fore this mass became firm enough to be an ab- 
seess, to warrant another operation for obstruc- 
tion and, on opening his abdomen on the other 
side, it was perfectly obvious that the mass we 
had felt was a tremendously distended loop of 
small bowel stuck in the pelvis. It oceupied the 
entire pelvis. 

While he was on the table, instead of putting 
another tube in or evacuating this loop, he was 
simply tilted into a Trendelenburg position to 
see what would happen and you could see right 
under the eye the contents of this loop go by 
the obstructed point. He made an uneventful 
convalescence. 

We had a similar instance where we felt a 
corresponding mass on another case two or three 
months later and, by putting the patient up in 
the Trendelenbure position, the mass disap- 
peared: and the patient made a good conva- 
lescence. 


Dr. Lyman ALLEN, Burlington, V 
like-to say a word, if I may 
Dr. Cheever has done. 

We have to consider one other thing when we 
have an obstruction that is mechanical; we are 
confronted with a lot of distended gut, and. to 
find the obstruction, frequently we must either 
paw over the intestine rather roughly or else 
we must eviscerate so that we can have some 
room to see. Having eviscerated, we can avoid 
a certain amount of trauma. To return the 
eviscerated bowel, still distended, means, as you 
all know, time and trauma. It traumatizes the 
bowel somewhat to open it and slip in a rectal 
tube or a Gouley catheter and empty the bowel. 
it is perfectly true, but it saves the amount of 
trauma that would be required to get distended 
bowels back into the abdominal cavity. 

Within two weeks I have seen that done at 
my home, tlie draining out of the intestine for 
the sake of getting the intestine back without 
trauma. We have done it a good many times 


t.: I should 
, in regard to what 


and while, of course, these are usually desperate 
cases and many of them have died, still we have 
saved some lives. 
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Dr. Davip Cneever: Dr. Lyman Allen ex- 
actly expresses the point. If any of you chance 
to read the paper, you will find that I have dis- 
cussed the important point that Dr. Homans 
brought out, that is, the réle played by acute 
passive congestion causing edema of the intes- 
tine, venous stasis, probable paralysis of the 
plexus of Auerbach, and of the neuromuscular 
mechanism which causes paralysis of the intes- 
tine. 

I want to make it perfectly clear to you all 
that I assume that in most cases such a pro- 
cedure would not be necessary and that drain- 
age of the focus or relief of the mechanical ob- 


struction, if such exists, even in the presence of 
a certain degree of meteorism, would be all that 
was necessary; then return the bowels and the 
patients will make a recovery. 

The question to decide is when the drastic 
procedure will be necessary and I want to make 
it clear that this has little or nothing to do 
with the performance of simple jejunostomy or 


ileostomy, which I agree have proved quite dis- 
appointing. 

In this procedure the intestine is drained and 
the enterostomy is closed and the intestine re- 
turned without further drainage. 





NO SLUMP IN ENFORCEMENT OF FOOD AND 
DRUG ACT 


Economic conditions restricted the output of 
manufactured foods, medicines, and drugs, last 
year, but did not lighten the-task of enforcing the 
natural pure food and drug law, says W. G. Camp- 
bell, chief of the Food and Drug Administration, in 
his report for the fiscal year 1932, made public re- 
cently. The value of the year’s output of canned 
foods alone was $745,000,000, and the value of phar- 
maceuticals and proprietary remedies was more 
than $400,000,000. These figures do not give a com- 
plete measure of the task since the food and drug 
law applies equally to all foods and drugs shipped 
in interstate, import, and export commerce. The 
Administration enforces five other acts, but the 
food and drug law is the most important. 

In the year the Administration collected 38,815 
samples of foods and drugs. The total included an 
unusually large number of samples of fresh fruits 
and vegetables examined for possible residues of 
poisonous sprays. Prosecutions under the act num- 
bered 1,307; seizures of violative goods, 1,260—a total 
of 2,567 actions. The Administration examined 
10,316 samples of imported foods and drugs and de- 
tained 3,744 of the shipments. 

An important legal action of the year involved 
a Government seizure of a medicinal product, 
“B. & M.,” for external use, manufactured and 
shipped by the F. E. Rollins Co., Boston, Mass. The 
case was reported in a previous issue [New Eng. J. 
Med. 207:427 (Sept. 1) 1932]. 

Other important litigations covered interstate 
shipments of substandard anesthetic ether, denti- 
trices falsely and fraudulently labeled as useful in 
the cure of pyorrhea, an inhalant recommended for 
colds and diseases of the nasal passages, an asthma 
and hay fever medicine and poisonous “ginger 
jake’. 

Two offenders responsible for the original manu- 
facture and distribution of the poisonous Jamaica 
ginger, shipped from Boston, which caused the first 
outbreak of “‘ginger-jake’’ paralysis, were brought 
to trial under charges of conspiracy to violate the 





food and drugs act and the prohibition act. Mem- 
bers of a second group were indicted in New York 
City in May, 1932. In addition, criminal prosecu- 
tions under the food and drugs act against the Bos- 
ton shippers and against seven other secondary in- 
terstate distributers of poisonous Jamaica ginger 
were brought to a conclusion, all actions resulting 
in fines. “The smallness of the fines imposed in 
these instances,” says Mr. Campbell, “is illustrative 
of the causes which prompted the department to 
ask for amendments to the food and drugs act 
authorizing heavier penalties.” 


The Administration sampled and analyzed num- 
erous lots of fruits and vegetables to detect possible 
presence of poisonous chemical sprays—particular- 
ly cabbage and celery shipped from Southeastern 
States. 

Surveys of fresh and canned fish were continued 
and resulted in seizures of fish adulterated with 
parasites. 

“The Administration seized 285 stocks of faiseiy 
and fraudulently labeled proprietary remedies. 
Prosecutions were instituted in 298 cases.” Anti- 
septics were examined, and 39 stocks seized, and 33 
consignments of misbranded dentifrices, labeled 
with remedial claims for pyorrhea and other oral 
disorders, were libeled. The quality of anesthetic 
ether on the market has improved, but 19 stocks 
which failed to meet the standards of the U. S. 
Pharmacopoeia were seized. A resurvey of all 
drugs defined in the U. S. Pharmacopoeia or Nation- 
al Formulary was begun, and more than 1600 sam- 


ples, the output of 160 manufacturers, were collected. 


“In general,” Mr. Campbell comments, “these 
products show a gratifying degree of compliance 
with the standards.” 

In administering the caustic poison act, a resurvey 
of the field disclosed that some manufacturers had 
failed to heed suggestions for labeling and six ship- 
ments were seized. Activities under the import 
milk act included the inspection of 84 milk plants 
and 465 dairy farms in Canada. Products from 12 
farms were embargoed and six farms were re- 
leased from previous embargoes. 
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OXYGEN AND CARBON DIOXIDE THERAPY* 


BY MEYER SAKLAD, M.D.t 


HE purpose of this paper is threefold: 

a. To consider the several and varied con- 
ditions in which oxygen and carbon-dioxide, 
singly or in combination, are employed, coupled 
with a study of the underlying physiological 
bases thereof. 

b. A consideration of the methods and tech- 
niques involved in the administration of these 
gases. 

e. A desire to stimulate the use of the above- 
named agents in situations where patients’ lives 
may be saved or made more comfortable. 


The value of the administration of oxygen in 
concentrations above that which exists in fresh 
air has long been appreciated. Definite progress 
followed upon the favorable reports of the ther- 
apeutie use of this agent by Haldane and Metz- 
ger. Within the past ten years considerable at- 
tention has been paid to the physiology of oxy- 
gen-want and satisfactory apparatus for its ad- 
ministration have been devised and employed. 

The only indication formerly considered for 
the therapeutic use of oxygen, and today its 
greatest single field of usefulness is anoxemia. 
Anoxemia literally means without oxygen. This 
term, however, has come to signify any decrease 
in the normal percentage of oxygen in the blood. 

Anoxemia may occur as the result of very 
many conditions. A decrease in the normal oxy- 
gen content of the blood may be the result of a 
single factor or combination of factors. 

The causes of anoxemia as listed by Waters, 
Wineland and Seevers”® are as follows: 


1. High metabolic rate due to fever, fear, 
toxemia and pain. 

2. Reduced pulmonary alveolar surface due 
to disease or mechanical compression from posi- 
tion. 

5. Poor oxygen carrying power of the blood. 

4. Cardiac insufficiency. 

5. Obstruction of respiratory tract due to: 

a. Wet lung, secretion of mucus, in- 
haled fiuid, vomitus. 

b. Cord adduction (laryngospasm) 

d. Small ports and tubing, or poorly 
acting valves of anesthetic appara- 
tus. 

'6. Technique. 

ministered. ) 

7. Respiratory depression. 

a. Deep ether or chloroform anesthesia. 
b. High spinal block. 
e. Central depression as with opium and 


derivatives of barbiturie acid. 


(Unwise control of gases ad- 


*Read before the Memorial Hospital (Pawtucket, R. I.) Staff 
Association, March 10, 1932. : 

+Saklad—Anesthetist, Memorial Hospital, Pawtucket, R. I. 
For record and address of author see “This Week’s Issue,” 
page 1163. 





Barcroft'* has classified the anoxemias as 
to type: 

1. Anoxemic Type. Here the decrease of 
oxygen tension in the blood is the result of pul- 
monary involvement which interferes with re- 
spiratory exchange. Ex. pneumonia, asthma, se- 
vere bronchitis, ete. 

2. Stagnant Type. This term is applied to 
the class of patients suffering from oxygen want 
due to circulatory disturbance, especially of a 
eardiae origin. With a lessened flow of blood 
to the tissues, as the result of such disturbance, 
oxygen is more rapidly utilized than supplied. 

3. Anemic Type. In this type the low oxy- 
gen tension in the blood is the result of a les- 
sened capacity of the blood to carry oxygen. 
This lessened capacity may be caused by a de- 
creased number of red blood cells as in hemor- 
rhage, or by a diminished capacity of the red 
blood cells to carry their normal quota of oxy- 
gen in the form of oxyhemoglobin as in earbon- 
monoxide pvisoning. 


EFFECTS OF ANOXEMIA 


The effects on the body of oxygen deprivation 
are obviously dependent on the rapidity, extent 
and duration of the diminished oxygen supply. 

Acute Asphyxia. When the oxygen supply 
is suddenly and completely shut off, by what- 
ever cause, there sets in a rapid and deep cya- 
nosis followed by loss of consciousness, convul- 
sions and death. 

Subacute Asphyxia. If the supply of oxygen 
to the patient is diminished over a longer period 
of time the symptoms vary depending upon the 
degree of reduction. One of the very first symp- 
toms to present itself is the attempt of the re- 
spiratory mechanism to compensate for the dim- 
inution of oxygen by an increase in respiratory 
rate and magnitude. As the breathing increases. 
carbon dioxide is washed out of the lungs and 
this causes the hemoglobin of the blood to hold 
more tightly to its oxygen than is ordinarily 
the case, producing the so-called Bohr effect**. 
This hyperpnea is followed by a falling off in 
the respiratory rate and volume. Shallow, ir- 
regular breathing or Cheyne-Stokes respiration 
may supervene. Cyanosis may or may not be 
present. 

The senses are interfered with; conscious- 
ness is impaired. Hearing is the last sense to be 
abolished before unconsciousness sets in. 

The central nervous system is severely af- 
fected. Muscular incodrdination and, oceasion- 
ally, paralysis set in. Diminution of a normal 
supply of oxygen to the heart muscle, if pro- 
longed, causes heart failure. The immediate ef- 


fect of oxygen want causes a temporary though 
high rise in blood pressure followed soon by a 
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marked drop. Kidney function is interfered 
with. In short, every organ of the body suffers 
when deprived of its normal quota of oxygen. 

The late effects of severe or prolonged oxygen 
deprivations are many and are not so commonly 
appreciated. Roth?! states, ‘‘Anoxemia is not 
only dangerous, but its injurious effects may 
soon become irreparable though the anoxemia 
may have been efficiently corrected.’? Brain 
tissue is extremely susceptible to a decrease in 
the oxygen supply of the blood. Damage done 
to nerve structure may be present long after the 
cause of the anoxemia has been removed. Nerve 
damage following carbon-monoxide poisoning 
may exhibit itself by a marked peripheral neu- 
ritis, epileptiform seizures or various degrees 
of partial paralysis. 


EFFECTS OF COMPLETE OXYGENATION 


An inerease in the percentage of oxygen 
above normal in the inspired air causes a feeling 
of well-being and alertness. Perceptions are 
increased. Respiratory rate is diminished. 
Heart action is slowed. In hypertensive patients 
a fall in blood pressure oceurs. There is a fall 
in body temperature in febrile patients. Hy- 
peroxygenation has a favorable effect on the 
kidneys. The volume of urine secreted is in- 
creased'®: 19, The phthalein function test is 
increased and blood urea reduced'?. Oxygen 
therapy has a favorable effect on hyperglycemia 
and elycosuria’’, and causes a reduction in ace- 
tonuria'?. 


OXYGEN THERAPY 


A. Respiratory Diseases 


a. Pneumonia 


The presence of a pneumonic process in a 
lung decreases the functioning efficiency of that 
organ by diminishing normal aeration. The 
respiratory mechanism attempts to compensate 
for this deficiency by stimulating the remain- 
ing and uninvolved lung tissue. It does this by 
an inereased rate and depth of respiration in 
an amount in proportion to the extent of the 
diseased process. An increased depth in the 
respiratory effort is painful to the patient be- 
cause of a usually associated pleuritic process. 
Thus the pneumonia patient presents a picture 
of shallow hyperpnea. To aid and relieve the 
patient one has but to increase the percentage 
of Oo in the inspired air. The administration of 
oxygen to a pneumonia patient has a sound phys- 
iological basis, particularly and especially if 
eyanosis exists. A comparative series’ of cyan- 
otie pneumonia patients treated with oxygen 
and those untreated showed a decrease in mor- 
tality in the former. 

Evans*®® classifies pneumonia patients into 
three groups: 

1. A very small group in whom cyanosis is 





never present throughout the course of the dis- 
ease. 

2. A group of patients in whom cyanosis is 
present to a moderate degree. In these patients 
the cyanosis disappears when the inspired air 
contains 40-60% of oxygen. 

3. A last group in whom there exists vary- 
ing degrees of residual cyanosis even after oxy- 
gen has been given at the maximum of the 
above dosage. 

It is in this last group that Evans pleads for 
the administration of increasing percentages of 
oxygen even up to 100%, feeling that such ad- 
ministration is not harmful. 

There is every justification for the attempt 
to remove and prevent cyanosis. Binger’® points 
out“... that there appears to be a positive 
correlation between anoxemia and mortality.’’ 
It has also been pointed out that the ability of 
a patient to raise the level of oxygen saturation 
in the arterial blood is of prognostic signifi- 
eance. The surviving patients usually show a 
level above 90% whereas the fatal cases do so 
far less often. 


b. Pneumonia Associated with Surgery 


In spite of recent advances in the technique 
of the administration of anesthetic agents and 
an inereased knowledge of the agents them- 
selves, pulmonary complications continue to 
exist. Statistics’® 47, give the frequency of such 
a complication between 2.5 and 3.5 per cent. 
There is much justification for the opinion that 
anesthesia induced by inhalation renders the 
patient more susceptible to pulmonary compli- 


cationst. The term ‘‘Ether Pneumonia’’ is ob- 
solete. The feeling exists that other factors at 


play are responsible, in the main, for the pro- 
duction of postoperative pulmonary complica- 
tions. 


The commonly accepted underlying factor in 
the production of these complications is atelee- 
tasis*:°. Brunn and Brill*® feel that atelectasis 
is the predominating postoperative pulmonary 
complication. It is generally agreed that atelec- 
tasis is the result of hypoventilation caused in 
turn by obstruction in the bronchioles by a plug 
of mucus or secretions. Air is absorbed from 
the alveoli beyond the point of obstruction and 
collapse ensues® °* 45, 


Henderson” feels that an added factor con- 
ducive to the production of atelectasis is the 
lowered tonicity of the diaphragm and _ inter- 
costal muscles present after nearly every sur- 
gical operation. 


Overholt?®? adds another and most interest- 
ing theory to the causation of atelectasis. He 
feels that opening of the peritoneal cavity has a 
direct bearing on its production. Many ob- 
servers have reported that the frequeney of pul- 
monary complications is greater following in- 
traibdominal operations than operations in 
which the peritoneal cavity is not opened. There 
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exists in the immediate subdiaphragmatic re- 
gion a subatmospherie pressure. The relation- 
ship between the subatmospheriec pressures with- 
in the peritoneal and pleural cavities allows for 
the normal play of the diaphragm. Opening 
into the peritoneal cavity allows the entrance 
of air and destroys the negative pressure. The 
still existing subatmospherie pressure within 
the pleural cavity pulls the diaphragm -on an 
average, 3.5 em. above its normal level resulting 
in a considerable decrease in vital capacity. Nor- 
mal function of the diaphragm is interfered 
with, inasmuch, as it must, of necessity, con- 
tract against a positive intraperitoneal pressure 
instead of a negative one. 

Reduction of the intrathoracic space, an in- 
complete diaphragmatic excursion and diminu- 
tion in vital capacity followed by a narrowing 
ofthe lumen in bronchioles favor obstruction 
by setretions. Obstruction means atelectasis. 
Atelectasis plus infection is bronchopneumonia. 

The prevention and treatment of hypoventila- 
tion in surgical patients have been followed by 
marked success in the prevention and cure of 
pulmonary complications. The most satisfac- 
tory way to increase ventilation is by the ad- 
ministration of carbon dioxide. 

It has been demonstrated* that: 


1. Atelectasis that is induced experimentally 
by blocking a bronchus is quickly cleared up 
and the lung redistended by the deep breathing 
induced by inhalation of carbon dioxide in 
proper dilution. 

2. Pneumonia that is induced in dogs by in- 
sufflation of a virulent culture of pneumococci 
is generally overeome, the lung redistended and 
the animal restored to health by inhalation of 
carbon dioxide sufficient to cause deep breath- 
ing and continued until the pneumonia area is 
cleared. 


Clinical results substantiate this. Judd and 
Passalacqua’’ report highly satisfactory findings. 
They administered oxygen in 180 unselected 
cases under one of three sets of circumstances: 


1. As a prophylactic measure against pneu- 
monia immediately after the operation. 

2. As soon as the signs and symptoms of pul- 
monary congestion were recognized clinically. 

9 


3. After the classic signs of pneumonia were 
present. 


In the first group there were 105 patients 
in whom pneumonia did not oeeur. In the sec- 
ond there were 43 patients with pulmonary con- 
gestion who did not develop pneumonia. In 
the last group were 32 patients with pneumonia. 
No deaths occurred and the progress of the dis- 
ease was apparently influenced by the use of 
oxygen. 

The greatest amount of success in the therapy 
of pneumonia with carbon dioxide and oxygen 
can be achieved only by the institution of gaseous 
administration as early as possible. Anesthetists 





appreciate the significance and value of such 
therapy. The administration of carbon dioxide 
is becoming a routine procedure immediately 
after every type of inhalation anesthesia. Such 
administration should not be limited to the in- 
halation agents. The employment of spinal anes- 
thesia and the use of the barbiturates and aver- 
tin are associated with some degree of respira- 
tory depression and here, too, the administra- 
tion of carbon dioxide is indicated. Patients, 
with any pulmonary disease that decreases the 
lung volume, or with anoxemia, may be relieved 
by the addition of carbon dioxide and oxygen 
to the inspired air. Oxygen therapy has been 
of value in such conditions as massive pul- 
monary collapse, pulmonary embolism’, pul- 
monary edema, bronchitis*’, asthma and emphy- 
sema‘**. 


B. Circulatory Disease 


The effect of oxygen on blood pressure is usu- 
ally dependent upon the pathological processes 
underlying an abnormal blood pressure. Hyper- 
oxygenation in a patient suffering from exhaus- 
tion, exposure, or anesthetic overdosage is usu- 
ally followed by a rise in blood pressure. Ad- 
ministration of high concentrations of oxygen 
to the arteriosclerotic, hypertensive or severe 
nephritie patient lowers the blood pressure. 

Inhalation therapy is of value in the treat- 
ment of cardiac diseases. Barach and Rich- 
ards** report good results in the treatment of 
congestive cardiac failure with arterial anox- 
emia. In a few cases the patient experienced 
marked diuresis and disappearance of edema. 
The edema in these patients returned when the 
oxygen therapy was discontinued and again dis- 
appeared when the oxygen therapy was rein- 
stituted. 

Keefer and Remick have recently sought to 
show that angina pectoris is due to an anoxemia 
of the heart. Levy and Barach®? feel that 
anoxemia may play a crucial réle in determin- 
ing the outcome after coronary thrombosis. Em- 
ployment of oxygen therapy may aid in main- 
taining an adequate circulation until the heart 
has had an opportunity to recover from its acute 
functional disturbanee. Studies and favorable 
results are reported*® °°, 


C. Diabetes 


Inhalational therapy is reported of value in 
the treatment of diabetes. Associated with oxy- 
gen inhalation there occurs a favorable effect on 
the blood sugar, glycosuria, and acetonuria® *% 41, 


D. Mental Diseases 


Leake et al.1! report the results of their ex- 
periences with inhalation therapy in mental dis- 
eases. Inhalation of 20-30% carbon dioxide in 
an atmosphere of oxygen for short periods of 
time was followed in the majority of instances 
by an amazing period of lucidity during which 
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the patients who otherwise were mute and in- 
accessible were able to converse coherently and 
with intelligence. After from two to twenty-five 
minutes the patients relapsed to their conditions 
previous to the administration of the gas. An 
explanation of the mechanism of this response 
is offered on the basis of Lovenhart’s theory 
of the relation between the functional activity 
of cells and oxidative metabolism within them. 
Murphey*® reports satisfactory results in the 
treatment of epilepsy by oxygen therapy em- 
ploying both the respiratory and intravenous 
routes. 


E. Poisoning ‘ 


Poisoning by any agent which interferes with 
respiratory efficiency in any way should include, 
in its method of treatment, oxygen therapy. 
Agents which depress respiration by central ac- 
tion and agents which are eliminated by respira- 
tion should be treated by carbon dioxide in- 
halation. Morphine is a powerful respiratory 
depressant and causes a definite decrease in oxy- 
gen consumption’®. Strychnine, alcohol, ether, 
chloroform, and carbon monoxide ean all cause 
death by anoxemia. The administration of car- 
bon dioxide and oxygen is an all-important 
therapeutic method of tremendous value* ** °': 


52, 53 
. 


F. Anesthesia and Surgery 


The ideal anesthesia is one in which the pa- 
tient, at no time, suffers from tissue suboxida- 
_tion. The administration of the anesthetic 
agents of today expose every patient to the 
possibility, at some time, of some degree. of in- 
sufficient oxygen to parenchymatous structures. 
The two most serious offenders in this regard 
are nitrous oxide and ethylene. The administra- 
tion of ether, spinal, regional, barbiturate or 
avertin anesthesia, may expose the patient to 
like danger, but in these, adequate prevention 
of anoxemia may be accomplished by the asso- 
ciated administration of oxygen plus carbon 
dioxide directly to the cone or oral cavity, with- 
out interfering with depth or extent of anes- 
thesia. 

The induction of ether may be more rapidly 
terminated by the administration of carbon di- 
oxide directly to the ether cone. This makes 
for a smoother induction and diminishes both 
the degree and extent of the excitement period. 
Smoother maintenance of the patient is asso- 
ciated with continuous administration of oxy- 
gen. Patients may be carried more lightly 
throughout a surgical procedure particularly 
in intraibdominal surgery, since with the aid 
of carbon dioxide it is possible more rapidly to 
induce the deeper level of anesthesia necessary 
for peritoneal closure. 

With closure of the peritoneal cavity, de- 
étherization may be instituted. Ether is re- 
moved and a mixture of 10% carbon dioxide in 





oxygen is delivered directly either to the empty 
cone or the patient’s oral cavity. By stimu- 
lating breathing and hyperventilation, the pe- 
riod of anesthesia convalescence, nausea and 
vomiting is diminished. 

The use of oxygen in anesthesia has led Me- 
Kesson®*> to describe a test for anesthetie de- 
pression. Flooding a patient with high concen- 
trations of oxygen for a short interval and study 
of the blood pressure and pulse rate reaction 


enable one to detect and differentiate the de-~ 


pression due to anesthesia and that due to sur- 
gical trauma. This offers the anesthetist a bet- 
ter guide to the efficiency of the anesthesia or 
may enable him to institute treatment for col- 
lapse before other and more serious manifesta- 
tions present themselves. Administration of 
high percentages of oxygen to the patient may 
often aid in demonstrating the presence or ab- 
sence of circulation in a loop of bowel when 
freed after strangulation. Codperation between 
surgeon and anesthetist in such conditions is 
helpful in determining the correct procedure to 
be followed. 

The return of the patient to bed following 
operation does not mean that the dangers of 
anoxemia have passed. The causes of anoxemia 
following anesthesia or surgery are many and, 
as listed by Evans**, are as follows: 


1. In the upper respiratory passages, re- 
laxed tongue, epiglottis over glottis, mucus, 
blood, pus, foreign bodies, edema or spasm of 
the voeal cords, collapsed trachea or too tight 
neck bandages. 

2. In the chest, collapse of the lung, pneu- 
monia, asthma, bronchitis, edema, pulmonary 
embolism, pleurisy with effusion or ecardiae 
pathology. 

3. In the abdominal cavity, anything that 
impedes heart action or that interferes with the 
descent of the diaphragm, such as ascites, tu- 
mors, dilatation of the stomach or intestines or 
upper abdominal operations. 

4. In the cardiovascular system, severe hem- 
orrhage, decompensating heart, embolism or rup- 
tured cerebral vessel. 

5. In the nervous system, meningitis, paraly- 
sis of the nerves supplying the diaphragm and 
other respiratory muscles or the depressing ef- 
fect of morphine, ether or chloroform on the 
respiratory center. 


The use of oxygen in any of the above condi- 
tions, plus carbon dioxide when indicated. is of 
extreme value and may be a life-saving proce- 
dure. 

Oxygen therapy finds a place of value in the 
postoperative phases of surgical diseases. The 
sequelae of thyroidectomy, hyperpyrexia, hy- 
perpnea and high pulse rate treated with high 
concentrations of oxygen by inhalation result in 
more comfort to the patient and increase the 


chances for a more favorable end _  re- 
sult? 55, 56, 17. 
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Complicating factors in surgery as _hiec- 
cough’ °*, pulmonary embolism'*, hemorrhage", 
and pneumonia as previously stated indicate in- 
halation therapy. 


G. Obstetrics 


The increase in the administration and dos- 
ave of sedative, narcotic and anesthetic agents 
in obstetrics must be considered as a factor in 
the possible production of respiratory depres- 
sion in either mother or child. Waters?® and 
Trusler et al°* recognize that not only is there 
a respiratory depression in the mother but that 
the fetal respiratory center is likely to be de- 
pressed at birth due to narcosis, anoxemia and 
trauma. Under such circumstances*® more than 
normal carbon dioxide tension must be main- 
tained in the blood of both mother and child if 
a normal response of the newborn respiratory 
mechanism is to be expected when contact with 
the mother’s circulation is severed. 

Waters*® feels that the fetal heart rate is a 
eood index of the extent of anoxemia present in 
the fetus. By means of a large diaphragm type 
stethoscope measuring 514” in diameter and 
weighing 200 em. and retained by adhesive 
tape, the anesthetist follows and charts the fetal 
heart rate along with the pulse rate and blood 
pressure of the mother. Waters discovered that 
occasionally the heart rate of the fetus falls 
during the height of the contraction. By flood- 
ing the mother with a high percentage of oxy- 
ven in the interim between pains this decrease 
in fetal rate will not be noticed. He concludes 
that ‘‘The excess in the oxygen administered to 
the mother during the relaxed phase of the 
uterus will usually sufficiently build up the 
oxygen content of the fetal blood so that any in- 
terruption of oxygen delivery by way of the 
cord during uterine contractions will not be no- 
ticeable.”’ 


H. Oxygen Therapy in the Newborn 


Henderson®, in a recent statistical study con- 
cludes that combined stillbirth and neonatal 
deaths due to respiratory complications amount 
to nearly eight per hundred births, that is, to 
more than 150,000 deaths a year in this country 
alone. <A reduction in this appallingly high 
death rate can only follow upon an investiga- 
tion of the underlying conditions and institu- 
tion of the most advanced treatment at our com- 
mand. 

The lung of the newborn child, before the 
first inspiration, is airless, does not crepitate 
and the alveoli are collapsed®®. The lungs are 
atelectatic, similar to the condition which is 
often produced in the adult when the alveolar 
air is absorbed by the blood in the alveolar cap- 
illaries following bronehial obstruction. Pul- 
monary capacity is small during the first few 
hours and seldom exceeds 30-50 ec.°*: ®. 

Pulmonary expansion is gradual and may not 
be complete for several days. Occasionally 





large atelectatic areas persist over long periods 
of time. These atelectafie areas suffer from de- 
ficient circulation and predispose to pneumonie 
processes. 

The treatment of pulmonary conditions in the 
newborn are directed at three angles?’. 

a. Treatment of asphyxia. 

b. Treatment of continuing atelectatie proe- 

esses. 
ce. Treatment of pneumonia in the newborn. 


a. Asphyxia 


Coryllos*® feels that the old methods of swing- 
ing, spanking, and chilling of asphyxiated ba- 
bies are imperfect and unscientific and general- 
ly do more harm than good. He feels also that 
manual artificial respiration should be eomplete- 
ly discarded. Of these imperfect methods he 
holds mouth to mouth insufflation to be the most 
rational. He presents, however, the great dan- 
ger of rupture of the alveoli, a complication 
generally fatal. 

Treatment of asphyxia neonatorum should be 
limited to one of the three following methods: 


1. Inhalation of a mixture of 6-10% carbon 
dioxide in oxygen as proposed by Henderson 
and Haggard. 

2. Intratracheal suction and insufflation, with 
the same mixture, as proposed by Flagg. 

3. Mechanical prolonged passive artificial 
respiration devoid of the dangers of manual 
artificial respiration by using differential nega- 
tive pressure obtained in the respirator of Drin- 
ker and Shaw. 


Coryllos feels that the first two of these 
methods have a great advantage over the third 
in that they employ carbon dioxide. 

It is important to administer earbon dioxide 
to the newborn with respiratory depression. 
This gas constitutes an absolute physiological 
necessity. Formerly there was a good deal of 
opposition to the administration of carbon di- 
oxide in these cases. The feeling prevailed that 
carbon dioxide was contraindicated inasmuch as 
the poorly breathing patient was abundantly 
supplied with carbon dioxide of his own man- 
ufacture. 

It is not the mere percentage of carbon diox- 
ide in the blood stream that acts as a respira- 
tory stimulant. The blood reaction is the im- 
portant factor. It is true that the amount of 
carbon dioxide in these cases mounts rapidly, 
but in cases of prolonged respiratory deficiency 
there is an increase in the alkali of the blood to 
compensate for the acidosis. Thus we have a 
patient who has become adjusted to the high 
pereentage of carbon dioxide. Since carbon di- 
oxide is more than thirty times as diffusible as 
oxygen, hyperventilation will wash out the car- 
bon dioxide much more rapidly than _ the 


changed blood reaction can accommodate itself. 
The patient then presents an alkalosis to which 
the respiratory center responds by apnea. To 
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prevent such a train of events it is important 
that a comparatively large percentage of the in- 
spired gas should be carbon dioxide. 

The mode of treatment would be dependent 
upon the extent and type of asphyxia present. 
In cases of slight asphyxia the method of Hen- 
derson and Haggard should be employed be- 
cause of its ease. It consists of the administra- 
tion of a mixture of 6-10% carbon dioxide in 
oxygen through a bag to the inhaler over the 
baby’s mouth and nose. It is sometimes neces- 
sary to use slight pressure on the bag. 

In cases of advanced asphyxia Coryllos*® 
prefers the method of Flage®. This method 
consists of direct laryngoscopy, suction of the 
mucus that may be present in the pharynx, 
elottis or trachea, insertion of an intratracheal 
catheter and insufflation of a carbon dioxide 
oxygen mixture under pressure of 15-20 mm. of 
mereury (714”-10” of water). This treatment 
should be continued until such time as respira- 
tion is reéstablished or until final cardiae fail- 
ure occurs. This is the only method which con- 
siders the all-important factor of patency of the 
tracheobronchial tree. 

The method of prolonged passive artificial 
respiration as devised by Drinker and Shaw 
consists of the use of a respirator whereby neg- 
ative pressure is created with the production 
of rather satisfactory inspiratory efforts. This 
method may be indicated in asphyxia due to 
toxic inhibition of the respiratory center by 
morphine, barbiturates or other narcotic agents. 
The method as originally devised negiected the 
true fundamentals necessary for successful re- 
suscitation, first, pateney of the tracheobron- 
chial tree and secondly, the presence of carbon 
dioxide in high concentration in the inspired 
air. These latter essentials can be readily added 
to the above method. The child may be intubed, 
placed in the respirator and the catheter joined 
to a system containing carbon dioxide and oxy- 
gen in sufficient concentration. 


b. Treatment of Continuing Partial Atelectasis 


For every child that fails to breath initially 
there are several that succumb to secondary as- 
phyxia because they fail to inflate their lungs 
adequately. They suffer from varying degrees 
of atelectasis. These atelectatic areas can be 
readily cleared up by carbon dioxide therapy. 
Henderson“! advises the administration of this 
agent not only to the asphyxiated but to all nor- 
mal children as well. This inhalation should 
be given several times a day for five or ten min- 
utes for several days. 


e. Treatment of Pneumonia 


Atelectatic areas as previously stated in this 
paper are areas which are readily susceptible 
to infection and are the foci for bronchopneu- 
monia. Here, too, inhalation therapy is indi- 
cated. 


should be dependent on the indication. 
oxygen chamber is claimed as the best method 





METHODS 


The types of apparatus and methods of ad- 
ministration are many. Choice of the method 
The 


for administering high percentages of oxygen*. 
Tents vary as to design and mode of operation. 
Their greatest drawback is that carbon dioxide 
diffuses rapidly through the fabric. The ad- 
ministration of carbon dioxide or oxygen by 
nasal catheter is usually sufficient when indi- 
eated. It is claimed** that the administration 
of oxygen intratracheally will oxygenate the 
blood whether or not the patient makes respira- 
tory movements. <A simple and rapid way to 
administer carbon dioxide has been suggested in 
the treatment of hiccoughs by rebreathing into 
a paper bag. The administration of oxygen 
subcutaneously, with satisfactory results and 
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no bad effects, has been reported!” ?* ** * 


DANGERS 


Because of the high percentages of oxygen 
employed, the danger of fire is ever-present. 
Though oxygen is not combustible, in the pres- 
ence of high percentages many agents become 
extremely inflammable and a spark may start a 
severe fire. 


In closed systems as in oxygen tents the pa- 
tient depends entirely on the oxygen coming 
from the tank. If the tank were to become emp- 
tied and if it were not quickly replaced or if 
there developed an obstruction in the delivery 
tube, serious results might follow. 


CONCLUSIONS 


The dangers of tissue suboxidation and the 
importance of its relief are recognized and ac- 
cepted. Oxygen therapy is indicated in any 
general or local, acute or chronic anoxemia from 
any cause and in any degree of intensity. Ev- 
ery hospital should supply itself with sufficient 
equipment to carry out any form of oxygen ther- 
apy. Carbon dioxide is an important adjunct 
and has its special fields of usefulness. The 
dosage, type and duration of administration 
should be controlled by one who is well acquaint- 
ed with the significance and symptomatology of 
anoxemia. 
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THE RECOMMENDATIONS OF THE COMMITTEE ON 
THE COSTS OF MEDICAL CARE* 


BY C.-E. A. WINSLOW, DR.P.H.t 


T a meeting held under the auspices of New 
York University two weeks ago, a group of 
(listinguished publicists assembled in New York 
to discuss the function of the university in this 
changing world. There were differences of opin- 
ion as to the part the university should play 
but very little difference as to the fundamental 
problem involved. It was stated again and 
*Delivered at the National Conference on the Costs of Medical 
Care, New York Academy of Medicine, November 29, 1932. 
+Winslow—Vice-Chairman of the Committee on the Costs 


of Medical Care. For record and address of author see “This 
Week's Issue,” page 1163. 





again in different forms by various speakers 


to 


be the development of ordered social econ- 


trols in a democratie world. None of the speak- 
ers advocated the discarding of the basie sys- 
tem of individual competition which lies at the 
heart of the civilizations of Europe and America. 
All agreed, however, that this system must be 
animated by a new spirit of social planning 
and many speakers brought out the need for 
an intensive study of problems of government 
and finance and social organization to form the 
basis for such social planning. 
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Now, through this discussion I was struck by 
the fact that, in the field of medical care, we 
were perhaps five years ahead of other areas 
of human endeavor in visualizing ‘and attack- 
ing this vital task. It was on May 17, 1927, 
that @ group of some sixty representative physi- 
cians, health officers, social scientists and repre- 
sentatives of the public met to create the Com- 
mittee on the Costs of Medical Care. 

We were extremely fortunate in securing as 
the leader of this Committee, Dr. Wilbur, then 
the president of Leland-Stanford University, 
who, in spite of the tremendous demands that 
have come upon his time since his call to Wash- 
ington, has always and at every moment been 
ready to give his time, energy and leadership 
to the Committee, and whose intellectual and 
moral courage has been ready to face every issue 
that came up in the Committee’s investigation. 

It was Mr. Harry H. Moore, who from and 
before the beginning was the inspiration of 
this movement, and who, as director of stud- 
ies, has actually had the direct responsibility 
for the work. Through the generosity of eight 
of the great social foundations and with the 
aid of other special grants, a generous budget 
was provided, a remarkably brilliant staff was 
gathered together, and a series of twenty-six 
special studies of a factual nature were com- 
pleted and most of them already published. 
For the past year and a half the Committee 
has been at work in formulating the recom- 
mendations presented to you in printed form 
today and, on October 31 last, the report of the 
Committee was adopted by a vote of three- 
fourths of the committee membership, only thir- 
teen members out of forty-eight dissenting for 
one reason or another. 

Perhaps the primary objective which led to 
the formation of the Committee was the wide- 
spread feeling that the costs of medical care 
constituted a serious economic burden upon the 
community. What are the actual facts as dis- 
closed by the Committee’s studies? ‘‘Let’s look 
at the record’’, as a famous citizen of New York 
state has so often said. 

Our studies show that the total cost of all 
forms of medical care, including hospitalization, 
physicians’ services, dentists’ services, nursing 
services, drugs and medicines, public health 
services and all other incidental factors is ap- 
proximately $3,650,000,000 or about $30 per 
capita per year. This total includes certain 
items that could be reduced to advantage, par- 
ticularly the $700,000,000 now spent for drugs 
and medicines, three-fourths of which is almost 
certainly unnecessary, and a considerable pro- 
portion positively harmful. On the whole, how- 
ever, the expenditure of four per cent of the 
total national money income for health protec- 
tion and the care of illness does not seem in 
any sense excessive. 

The real difficulty, however, as our studies 





show, is that average figures give very little 
idea of the actual problem that is involved. 
While the average money income of the coun- 
try in 1928 was approximately $750 per capita, 
50 per cent of the population even in that pros- 
perous year had an income of less than $500 
per capita. Family incomes are very unevenly 
distributed; and the costs of medical care are 
even more variable in their incidence. Perhaps 
the most striking single fact brought out by 
our studies is the fact that in the group of 
families with a family income under $1200 per 
annum, one per cent of the families spent in 
a given year $500 or more for medical care. 
Results are not very different in the higher in- 
come groups. All along the line, one family 
in a hundred in each year must spend from a 
quarter to a half its annual income as the re- 
sult of the emergency of sickness and it is this 
hundredth family which creates the serious prob- 
lem of the costs of medical care. 

The evils which result from such uneven dis- 
tribution are many and diverse. On the one 
hand, the persons and agencies furnishing care 
find their financial status insecure and unsatis- 
factory. The average income of physicians in 
1929 was $5300. One-third of the practicing 
physicians of the country had incomes of less 
than $2500. Our hospitals are struggling un- 
der burdens which at the present moment in 
many communities seem almost unsurmountable. 
The patient, on the other hand, has often’ the 
choice between incurring expense which will 
cripple his budget for a decade, resorting to 
the charity of public agencies or individual 
physicians, or going without the medical care 
he needs. Too often the last alternative is se- 
lected. It is a common eatechword that only 
the very rich and the very poor have good medi- 
eal care, but half of this catchword is untrue. 
We find that in the group of families with an 
income of $10,000 and over, the actual care re- 
ceived is indeed reasonably adequate. Compared 
with what we believe to be sound and reason- 
able standards, such families receive 84 per 
cent of the physicians’ calls which they need 
in home, office or clinie and 87 per cent of the 
hospitalization they require, but even in this 
group only 62 per cent of the dental care de- 
sirable. As we pass down the scale of incomes 
we find medical services progressively less,— 
except that for hospitalization the very poor 
are somewhat better off than those just above 
them in the economic seale. The group of 
families with incomes under $1200 receive only 
34 per cent of the physicians’ calls they need, 
only 67 per cent of the days of hospital care 
and only 12 per cent of the necessary dental 
attention. All along the line the lack of use 
of preventive procedures is appalling. ‘‘Pre- 
ventive medicine”’ is still a pious aspiration and 
not a realized fact. 


This is the basie problem. Its answer is so 
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obvious as to be almost a truism. The United 
States has today very nearly the number of 
doctors, nurses, and hospital beds whieh would 
be necessary for complete adequate care for all 
the people. It is spending today nearly enough, 
if the expenditure were properly distributed and 
the service properly organized, to provide such 
adequate care. We estimate that $36 a year 
per capita instead of $30 as an average figure 
would provide really complete preventive serv- 
ice and curative care for all the people of this 
country. The sum is within our means and the 
problem is simply a problem of distribution. 
Sickness is an emergency and we know quite 
well in other fields how to provide for emer- 
vencies. We insure against fire hazards and 
automobile accidents. The problem of the costs 
of medical care could be fully and completely 
solved hy an application of the same principle 
and this is why the Committee ‘‘reecommends 
that the costs of medical care be placed on a 
eroup payment basis, through the use of in- 
surance, or of taxation, or through the use of 
both these methods’’. The money now actually 
spent with a slight increase, representing less 
than five per cent of the national money in- 
come,—would meet the problem if the burden 
were distributed by spreading costs over a pe- 
riod of time and over groups of families. It 





would still be essential as at present for the 


more fortunate to bear the burden of those 
families wlio subsist on a very low economic 
level but the development by a properly designed 
system of group purchase would of course great- 
ly inerease the proportion of families able to 
bear their own share without discomfort. 

The Committee approached its problem pri- 
marily from an economic angle, but from the 
first it realized that you cannot consider costs 
without considering quality as well. It laid 
down as its objective the oft-quoted aim of Dr. 
Olin West, ‘‘The delivery of adequate scientific 
medical service to all the people, rich and poor.’’ 
When it became clear that group purchase of- 
fered the only answer to the economic prob- 
lems, the question of quality was accentuated 
in importance. If you were to ask groups of 
individuals to contribute to a common fund for 
the purchase of medical care, you must give 
them some guarantee that the medical care is 
the best that can be obtained for the money 
spent and our survey of the field made it ob- 
vious that, in all fields of service, the medical 
care now obtained by the American people 
would not meet these qualifications. Good med- 
ical care must center first of all about the serv- 
ice rendered to the individual by a family physi- 
cian, knowing that family intimately and con- 
sidering the health problems of its individuals 
from a standpoint of broad knowledge and in- 
dividual experience. This type-of family serv- 
ice is becoming more and more rare, and there 
is not only waste but actual harm to health 





involved in the peregrinations of the patient 
from one specialist to another in our large 
cities. We agree, all of us, very fully with the 
need for rehabilitating the private practitioner, 
so far as possible, but we also realize that that 
cannot be done by talking about it. The only 
way it can be done is through the development 
of some form of organization which will eneour- 
age the use of the family practitioner. But, of 
course, the family practitioner alone cannot meet 
the needs of modern medical science. The days 
of what Dr. Wilbur has ealled ‘‘saddle-bag med- 
icine’? are past. Fifty years ago the country 
doctor could carry in his head about all that 
was known of medical science and in his lit- 
tle black bag all that was needed for its ap- 
plication in a large proportion of cases. Today 
we must have specialists available for consulta- 
tion, and specialists of many kinds. We must 
have laboratory services, technical assistants, 
and many devices for the application of physio- 
therapy. 

All these things we must be prepared to 
provide if we are to ask the public or large 
sections of the public to contribute to an in- 
surance fund for the costs of medical eare. 
We must offer more. We must offer something 
in the nature of a guarantee of the quality of 
service. The public has become profoundly and 
justly skeptical of the traditional idea that a 
doctor is a doctor and a hospital a hospital. It 
knows that physicians differ in innate capacity, 
in edueation, in attitudes toward their profes- 
sional work. It wants to know not merely where 
to find a doctor, but where to find a good doe- 
tor who will represent the best service avail- 
able from the standpoint of modern medicine; 
and there is no way of obtaining such a guar- 
antee at present. 

Finally we must assure our prospective group 
purehasers of economy and efficiency in organi- 
zation and such economy and efficiency is woe- 
fully lacking today. There is waste in over- 
head costs, waste in the idleness of the practi- 
tioner whose time is not fully utilized, partieu- 
larly during the first precious years after grad- 
uation; there is waste in the economic pres- 
sure upon specialists to do work that others less 
competent could perform exactly as well as they. 

These criticisms are by no means novel. They 
have been advanced on many sides and we have 
found innumerable experiments in organizing ’ 
medical practice designed to provide more ade- 
quate and more economical service. We find 
many industries furnishing complete medical 
eare to their employees and the families of those 
employees at costs ranging from $10-$20 per 
capita per year and of a quality superior to 
that rendered in the same areas under the tradi- 
tional plan of individualistic practice. In one 


of these industrial services we estimate that 
medical care which actually cost $71,000 would 
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have cost over $175,000 at current local rates. 
We have found groups of university students 
in our larger universities receiving under an 
organized program perhaps the most complete 
form of medical care, preventive and curative, 
enjoyed by any considerable group of persons 
anywhere in the world. We have found an 
army post at Fort Benning, Georgia, spending 
$30 per capita for a service which in most re- 
spects seems ideal in quality. The inevitable 
logic of the situation and the study of such ex- 
periments as have been described have led the 
Committee to its second major recommendation, 
‘‘That medical service, both preventive and ther- 
apeutic, should be furnished largely by organ- 
ized groups of physicians, dentists, nurses, 
pharmacists, and other associated personnel. 
Such groups should be organized, preferably 
around the hospital, for rendering complete 
home, office, and hospital ecare.’’ 


The organization which we ultimately visu- 
alize as ideal for an urban community is a med- 
ical center organized somewhat under the plan 
of our present voluntary hospitals. It should 
have a board of trustees, as these hospitals do, 
representing the wide public interests involved 
for the general administration of the funds 
which the community must provide. All tech- 
nical problems, however, should be decided, as 
they are in the present voluntary hospitals, by 
the professional staff. 


In this combination of the community inter- 
ests and the practitioner’s interests, as devel- 
oped in the best American voluntary hospi- 
tals, we have found, I think, the key to our prob- 
lem. I remember in the early days of the Com- 
mittee some members of the staff said, ‘‘We 
don’t want to bother too much about what has 
happened in Europe. We want an American 
plan.’’ Gradually, as the thing began to de- 
velop, we found we had an American plan, be- 
cause the voluntary hospital is so characteristic 
of an American institution. It is not simply 
a question of a physician and his patients; there 
are also community interests involved. The 
community must in general put up the capital. 
There are professional interests involved, and in 
the proper balance between those two interests 
lies the answer. 


The family physician should be the central 
figure in this plan and the family under the 
care of the medical center would be directly in 
charge of the general practitioner of its choice 
belonging to its staff. In this way, so far as I 
see, and in this way alone can the family prac- 
titioner be restored to his real funetion and 
place in the scheme of things. 


In such a plan, is found the proper c¢o- 
ordination of the family physician with the spe- 
cialist, adequacy and economy in overhead and 
operating costs and reasonable guarantee of qual- 
ity. Quality of service, we believe, in a pro- 





fessional field can be guaranteed only by the 
profession itself. I have no faith at all in 
schemes for licensing specialists under the State. 
I think that would make confusion worse con- 
founded; but such guarantee can come only 
from the profession organized on a basis which 
insures leadership by the ablest and most pro- 
gressive members. In the type of organization, 
possible in a well-organized hospital, lies the 
only sound guarantee of quality. 

In relation to such a highly organized medical 
center could be grouped smaller hospitals for 
semi-urban and rural areas with branch clinics 
and ambulance service in still more remote re- 
gions. In the rural areas, so far as we can see, 
the only possible souree of funds for such a pro- 
gram must be sought in the tax levy. But 
wherever the funds come from, the rural serv- 
ices should be coordinated and knit in with the 
medical center so that the rural doctor may 
have his chance to practice medicine according 
to modern standards. The whole system should 
be guided and controlled by coordinated com- 
mittees in the city, town, county and state, on 
which the professions involved, the health au- 
thorities and the public should be adequately 
represented. 

In these two principles then, of group serv- 
ice and group payment lies, it seems to us, the 
answer to our problem; and it remains to con- 
sider the method of bringing these principles 
into operation. So far as the organization of 
the service is concerned the Committee believes 
that the answer lies in general (aside from the 
remote rural areas), not in state medicine or 
the employment of physicians by the community, 
but in the development of that most character- 
istic institution, the voluntary hospital. The 
combination of a governing board representing 
the interests of the community and a profes- 
sional staff with complete freedom of profes- 
sional action seems to us to offer an ideal solu- 
tion of the problem of group practice. 

The problem of group payment is a somewhat 
different one. It would logically seem that, 
where so simple a matter as the collection of 
funds is concerned, a problem in which the only 
desiderata are universality and stability, the 
state would be the logical agency to undertake 
the task. This is of course the conclusion that 
has been reached by practically all European 
countries in one form or another. The Com- 
mittee is nearly unanimous in recognizing that 
complete coverage of all the people who require - 
care can only be attained by some system of 
compulsory insurance. Most of us, I think, be- 
heve that such a system must ultimately come 
and when it does come we want insurance for 
medical care to be sharply and completely sep- 
arated from insurance covering the wage loss 
due to illness, as we feel that the difficulties 
experienced in many European countries have 
been largely due to the combination of these 
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two different objectives. The majority of the 
Committee is, however, not prepared to urge 
compulsory insurance at this time and its prin- 
cipal reason for this conclusion has been already 
suggested in what has been said in regard to 
quality of service. We do not believe that ade- 
quate medical care can ever be provided by pri- 
vate physicians operating on a purely individ- 
ualistic basis, and if the introduction of com- 
pulsory insurance crystallized and fortified the 
present system of medical practice, we believe 
that the dangers would outweigh the benefits. 
We should like, therefore, to see a period of 
experimentation with voluntary group purchase 
voing hand in hand with the development of 
eroup practice so that when compulsion comes 
the publie ean contract with well-organized and 
well-established medical centers and their eo- 
Operating agencies. We can begin with indus- 
trial groups, church groups. neighborhood 
groups and other voluntary aggregations, while 
we are gaining experience in medical organiza- 
tion and in actuarial practice; and that this 
is not an idle dream is shown by experience 
in England, where something like six million 
people are now insured for hospital care in vol- 
untary groups. 

We have, therefore, no simple panacea which 
will at once and at a stroke solve the problem 
of the costs of medical care. We have, we be- 
lieve, suggested the two principles of group prac- 
tice and group purchase which will make its 
solution possible. We recommend in the first 
place ‘‘ That the study, evaluation, and codrdina- 
tion of medical service be considered important 
functions for each state and local community, 
that agencies be formed to exercise these fune- 
tions, and that the codrdination of rural with 
urban services receive special attention.’’ We 
urge the development of medical centers of the 
type described wherever conditions may be fa- 
vorable for their establishment. In many in- 
stances the ends desired may be obtained by 
the expansion of an existing well-organized hos- 





pital to include home as well as dispensary and 
hospital care on a fixed payment basis. In other 
instances an industrial medical service or a uni- 
versity medical service may be expanded and 
developed to meet wider needs. We have sug- 
gested in our report many more limited develop- 
ments tending toward the same ultimate goal. 
Our progress must be experimental and con- 
servative and it must be intimately adapted to 
local needs and local facilities. If the goal is 
held clearly in sight, there can be no question 
of the ability and the ingenuity of the Ameri- 
can people in devising means toward so essential 
a social end. 

We have laid before you, then, principles and 
a program rather than a ready-made solution. 
We believe the principles and the program to 
be sound. We think that they conserve and re- 
énforee all that is best in medical practice in 
the past and introduce the codperative social 
planning which is so essential for the future. 
No country of Europe ever had such a plan. 
Country after country plunged into far-reach- 
ing experiments in social insurance without pre- 
liminary investigation and in most instances 
against the vehement opposition of the medical 
profession. I have no doubt that you will see 
this report that we are presenting to vou to- 
day ‘dubbed as Communism and Socialism, as in- 


-citing to revolution, but if that is the only re- 


sponse made by the medical profession, exactly 
what has happened in European countries will 
happen here. It has been, from the beginning, 
the hope of the Committee on the Costs of Med- 
ical Care that the codperation in its delibera- 
tions of all interests involved and. the high de- 
eree of unanimity reached in its conelusions may 
pave the way for a sounder progress in the 
United States, a progress in which the medical 
and other professions involved and the public 
as a whole may join hands so that the beneficent 
resources of modern medicine may at last be- 
come effective for all the people in our land. 


<i 
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LUMINAL IN CONTROLLING THE RESTLESSNESS FROM 
SODIUM AMYTAL IN OBSTETRICS* - 


(Review of 39 Cases) 


BY NICHOLAS 8. SCARCELLO, M.D.t 


INTRODUCTION 


N reviewing the recent literature it will be 
found that the relief of pain during labor 
has received widespread consideration. Of late 
sodium amytal' has come into prominence, in 
addition to the older methods, such as the relief 
by ‘‘Twilight sleep’’, Gwathmey anesthesia’, 


*From the Clinic of the Evangeline Booth-Maternity Hospital. 


+Scarcello—Teaching Fellow in Obstetrics at Tufts College 
Medical School. For record and address of author see ‘This 


Week’s Issue,’’ page 1163. 





avertin®, nitrous oxide*. Sodium amytal has 
been used in combination with morphine, scopol- 
amine or both®. 

The advantages and disadvantages of these 
methods have been well reviewed. Robbins’, and 
others found that the most serious. objection 
to the use of sodium amytal was the difficulty 
encountered in controlling the patients who be- 
came very restless, while Hamblen and Ham- 
blin*, in summing up their work, say, ‘‘ Restless- 
ness is probably the greatest drawback to the 
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use of sodium amytal in labor and apparently 
oceurs in the majority of the cases.’’ 

The author has experienced the same difficulty 
and has had patients who became so restless 
that two nurses had to be constantly present to 
watch the patient. 

Previous to the general use of sodium amytal, 
luminal, as well as its sodium salt, had been 
used by the previous workers at this clinic in 
doses as high as 15 grains with fairly good re- 
sults. At times good hypnotic as well as anal- 
gesie effects were obtained. Though not having 
the deep hypnotie and amnesic action of the so- 
dium amytal, the luminal did have a very 
marked sedative action, as well as some analgesic 
effect. 

Therefore, with this in mind, it was decided 
to try the use of luminal in combination with 
sodium amytal in order to counteract the rest- 
lessness produced by the latter. 


PHARMACOLOGY 


The pharmacology and chemistry of sodium 
amytal’°® have been well and thoroughly reviewed 
of late; that of luminal not quite so extensively. 
According to Lundy and Osterberg’®, ‘‘Luminal 
has been used frequently and principally for 
its sedative action and less often for its hypnotic 
action.’’ Gruber and his associates'', in a pre- 
liminary report stated the following: ‘‘1. 
Phenylethyl barbiturie acid decreased the arte- 
rial blood pressure in 85% of the cases of hyper- 
tension in which it was used. 2. There prob- 
ably is no harmful effect on renal tissues or de- 
crease in excretion of phenolsulphonephthalein 
when the drug is used in moderate doses. 3. 
Marked toxie symptoms are produced when large 
doses are used.”’ 


However, in regard to the toxie effect of lu- 
minal, MeNerthney’? reports a case where a 
woman accidentally took 75 grains without any 
noticeable immediate or after toxic effects. 


The dosage which may be given is disputed. 
Whalen and Scheidegger*® say, ‘‘The lethal dose 
for man is unknown; though there is a factor 
of individual susceptibility, which is best deter- 
mined by changes in color, pulse, blood pres- 
sure, and respiration. Age, strength, and in- 
dividual susceptibility are more important than 
body weight in determining the dosage. These 
authors, and others™, have been using 20 to 30 
grains before surgery, with good results and no 
after-effects.’’ 


Occasionally a cutaneous eruption not unlike 
that of measles or urticaria has appeared, but 
quickly disappears spontaneously on discontin- 
uing the drug. This usually appears in individ- 
uals who have an idiosynerasy to this drug. 
The author has seen only one in his series of' 
eases. 

Although the chief action of luminal is as a 
sedative, Lundy” reports that it has been used 





at the Mayo Clinic for several years as a 
hypnotic. His report is on the use of the U. S. P. 
preparation of pheno-barbital. 

In searching through the literature no mention 
is found of the use of luminal in obstetrics except 
by McDonald’ who has used it in the first part 
of the first stage of labor, while the patient is at 
home, prior to hospitalization. He says, ‘‘ Relief 
is thereby obtained to tide over the home 
period.”’ 

The difficulty encountered was in getting the 
patients in the first stage of labor so that the 
drug could exert its maximum effect before de- 
livery. In order to do this, primiparous patients 
were selected. The difficulty here is that these 
patients, having no obstetrical background, were 
of very little help in obtaining information re- 
garding the severity of the pains, before and 
after the drug was given. As Collier’? so aptly 
describes it, ‘‘ Therefore, the cases in which I ree- 
ommend the use of sodium amytal with the 
most enthusiasm, are the multiparae, for they 
have, in every case, proved very appreciative. 
But women who have not previously undergone 
the excruciation of unaided delivery, having no 
background for comparison, fail to appreciate 
any aid with the gratitude shown by one who is 


‘already a mother.’’ 


This series of cases consists chiefly of those 
patients who were seen in the early part of the 
first stage of labor, and in whom, when the drug 
was given, it had enough time to exert its maxi- 
mum action. An attempt was made to exclude 
those cases in which delivery took place before 
the drug had time to act. 


CLINICAL DATA 


The procedure used was as follows: As soon 
as the gravida was found to be in active labor, 
the cervix one to two fingers dilated, and partial 
or total effacement having taken place, the pa- 
tient would receive the initial dose by mouth. 
The progress of labor was determined and fol- 
lowed up by rectal examinations. Vaginal ex- 
aminations were never done unless definitely in- 
dicated. 

The initial dose of the drug varied with the in- 
dividual reaction to the pains. When the patient 
appeared to be of the nervous and easily excita- 
ble type, or one who fussed over very slight con- 
tractions, the dose would be much larger. It 
was found, after trying various amounts. that a 
good initial dose was to give six grains of each, 
and more to be given as the progress of labor in- 
dicated. 

Usually this amount of luminal was enough to 
control the restlessness which would have been 
present in most cases had sodium amytal been 
used alone. 

When sedation did not take place within forty- 
five minutes to an hour after the initial dose, fur- 
ther medication was indicated and given. The 
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size of this second dose depended on: 1. The 
progress of labor. 2. The amount of restless- 
ness. 3. The severity of the pains. 4. The gen- 
eral condition of the patient. The same princi- 
ples were followed in those eases of prolonged 
labor where more medication than usual was 
necessary. Usually, in these eases, a third and 
fourth dose had to be administered in order to 
obtain the desired results. 

The dose given varied from three to six grains 
of whichever drug was indicated, i.e., more amy- 
tal if the patient appeared awake and conscious 
of what was going on; more luminal if the pa- 
tient was restless, or both if necessary. 

In this manner we were able to carry the pa- 
tient through the first stage and into and up to, 
the last part of the second stage of labor, when 
the patient was moved from the labor room into 
the delivery room and the delivery completed 
under ether. 


SUMMARY 


The chief drawback to the use of sodium amy- 
tal in obstetrics is the restlessness it produces. 
Luminal, another barbituric acid preparation, 
was used to counteract this undesirable effect, 
through its greater sedative action. Restless- 
ness was found to be absent in 30 cases or in 
77%, marked in three cases or 8% of the series, 
found present to a moderate degree in five cases 
or 13%, and in a slight degree in only one case 
or in 2% of the total series. 

Complete amnesia was obtained in 24 or 62% 
of the cases, moderate or a fair amount in seven 
or 17% of the eases, absent in five or 13% of the 
cases, and found in a slight degree in three or 
8% of the cases. 

Codperation on the part of the patient was 
obtained in 32 or 82% of the cases, absent in two 
or 5% of the eases, and present in a moderate 
degree in four or practically 10% of the series. 

The method of administration varied with the 
individual ease. 

Some important observations noted were: 


1. Less nursing eare is required. 

2. Only one in this series of cases developed a 
toxie rash, and it also appeared on the baby. 

3. Bladder distention to the point where cath- 
eterization was required was seen. 

4. No harmful effects on the babies were no- 
ticed, none of our cases requiring artificial 
respiration. 

5. Labor apparently is prolonged by using lu- 
minal, the average length of labor in our 
primiparous patients being 13 hours and ap- 





proximately 30 minutes, this number, 35 
primiparous patients, making up 8914% of 
the total number of cases. 


CONCLUSION 


Even by this small series of cases, the use of 
luminal in conjunction with amytal in obstetrics 
is apparently justified. 
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SEVERE THALLIUM ACETATE INTOXICATION CAUSED BY 
THE USE OF A DEPILATORY CALLED “KOREMLU” 


Report 
BY ABRAHAM 


HALLIUM acetate is by now well-known as 
a deadly poisonous drug. Reports of ac- 
cidental deaths caused by oral administration of 
this drug in a single dose are numerous. It 


is also recognized that its use in the form of an 
ointment may be followed by severe toxic symp- 
toms. 


I am reporting here a case of severe thallium 
poisoning which followed the use of a depila- 
tory called Koremlu. Although my case was 
diagnosed in January, 1930, I could not report 
it sooner because the patient, who is the wife 
of a physician, objected to my doing so until 
now. The following points are of interest: 1. 
The diagnosis was made at a time when Koremlu 
was not yet known as a dangerous ointment. 2. 
The most common symptom of generalized 
alopecia is missing in this case in spite of the 
fact that the other symptoms were acute and 
severe. 


The patient was a young woman of 29 whose ill- 
ness began January 15, 1930 with aches and pains 
in the thighs and legs. She felt as if she were 
getting the grippe. The pains soon increased in 
severity and became especially intense in the lower 
back, so that she was partially confined to bed. The 
temperature was normal. The physical examination 
showed tender spots in the lower back, buttocks, 
and thighs and was negative otherwise. She had 
difficulty in rising and in resuming the sitting posi- 
tion. The patient was seen by an orthopedic con- 
sultant who made the diagnosis of “lumbago” and 
strapped her back. Her condition, however, grew 
rapidly worse, and she was confined to bed. The 
pain was localized below the waist from the lower 
back to the ankles, and was aggravated by attacks 
of cramps in the thighs and lower abdomen. The 
abdominal cramps were described to be similar to 
the uterine cramps during the menstrual period. 
There were days when she was unable to change 
the position of her legs without suffering violent 
pains, so that she continued lying for hours in the 
same position, being afraid to move. Narcotics 
were required for relief. The temperature and pulse 
continued to be normal. The physical examination 
showed tenderness in spots as described above with 
the knee jerks almost abolished. The urinalysis, 
serology and blood chemistry were normal. The 
white count was normal, and the blood smear showed 
a slight lymphocytosis, otherwise there was nothing 
abnormal. There was a slight anemia which was 
present previous to her illness. 

She was seen by a medical consultant together 
with the orthopedic consultant, and it was agreed 
that we were dealing with a toxic myalgia and 
neuritis of unknown origin. Both consultants 
thought the patient was neurotic and overexagger- 
ated her pain. 

Her condition continued essentially the same un- 

*Rudy—Assistant in Medicine, Beth Israel Hospital. For 


record and ,address of author see “This Week's Issue,” page 
1163. 
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til one day the medical consultant made some re- 
mark about an anaphylactic reaction. The follow- 
ing day the patient asked me whether an ointment 
could cause an “anaphylactic reaction”. She then 
informed me that for the past four weeks she has 
been using on her face a depilatory cream called 
Koremlu which was highly recommended by a well- 
known beauty specialist and was advertised in the 
newspapers. The patient was especially enthusi- 
astic about its use because of its great demand 
in some of the best department stores. She had 
just finished applying a two ounce jar of this oint- 
ment and asked whether she might renew it. In 
spite of the fact that I did not at first think that 
the ointment had any relation to her illness, I sug- 
gested that she should omit it, and should find out 
its constituents from the company. Coincidentally, 
with the omission of the ointment she improved 
markedly. This relationship however, escaped my 
attention, so that when the reply from the com- 
pany stated emphatically that the cream was harm- 
less, and was registered with the health depart- 
ment of New York State, I permitted the patient to 
resume the use of it. 

The patient suffered a sudden relapse of her vio- 
lent pains in the legs and this made me suspicious 
at once that Koremlu might have been the cause 
of her illness. I immediately stopped the ointment 
and wrote to the New York Board of Health, who 
advised me that the active ingredient of Koremlu 
is thallium acetate in about one and two-thirds per 
cent strength (about .5 gram to each ounce of oint- 
ment). This clinched the diagnosis of thallium 
poisoning. 

The recovery was slow and uneventful. There 
was a residual tenderness in the muscles of the 
thighs and buttocks and weakness in the legs for 
several weeks. The patient was confined to bed 
for about six weeks with the attendance of a nurse. 
Generalized alopecia, which is one of the most com- 
mon symptoms in thallium poisoning, was missing 
in this case. 


Drug toxicoses of this type often remain un- 
recognized. The possibility of an unexplained 
symptom picture being due to the use of cos- 
meties should always be thought of. 


CoMMENT. . Thallium acetate was first used by 
Combemale' in 1898 for the relief of night sweats 
in tuberculosis. It proved to be effective, but 
in many cases, as observed by Combemale and 
others, it has produced violent pains, especially 
of the legs, loss of hair, and other disagreeable 
symptoms. The loss of hair was the most com- 
mon symptom. Because of this property, thal- 
lium acetate became popular among dermatol- 
ogists in the treatment of tinea capitis in chil- 
dren. It is administered in children orally in 
a single dose of 4 to 8 mg. per Ke. body weight. 
It is more toxic at the age of puberty. The 
therapeutic dose is very near to the lethal dose 
so that for the past few years many cases of 
accidental deaths have been reported? *. Death 
may follow even a well-caleulated dose. 
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Thallium acetate as a depilatory in the form 
of a one per cent ointment was first recom- 
mended in 1912 by Sabourraud*, an authority 
on diseases of the hair and scalp. Even this 
preparation was followed by a number of ae- 
cidents so that Sabourraud himself gave it up 
in favor of x-ray treatment. In a note to the 
medical journals’ he explained that his oint- 
ment should not contain more than one per 
cent thallium acetate and the portion used 
should equal the size of two kernels of wheat 
applied every evening on a limited surface, for 
example the upper lip. But if one uses an oint- 
ment containing a higher percentage of thallium 
acetate, or if one applies the ointment at one 
time over more extensive surfaces accidents may 
be expected. 

Thallium is a metal of Sp. Gr. 1.185 and melt- 
ing poimt 302°C., insoluble in water, but is 
dissolved in nitrie or sulphurie acids. This metal, 
discovered by spectrum analysis, has been found 
to occur widely in nature. It is an active poison 
closely related to mercury and lead, and only 
slightly less toxie than arsenic. It is distinet- 
ly cumulative in its effects, so that small doses 
repeated over periods of time may produce seri. 
ous intoxication. Curei® claims that thallium is 
exclusively a mus¢le poison and Rabuteau’ as 
long ago as 1874 recorded that, after thallium 


administration to lower animals, the muscles did 


not respond to irritation. 

The Bureau of Investigation of the American 
Medical Association has received a number of 
letters reporting the ill-effects following the 
use of Koremlu*. Some of these cases have 
been reported during the past year in the 
Journal of the American Medical Association. 
The A. M. A. Chemical Laboratory at the re- 
quest of the Bureau of Investigation has made 
an analysis of this cream and found that it con- 
tained about seven per cent of thallium acetate. 
It is evident from this report that the Koremlu 


cream on the market has a much higher con- 
tent of thallium acetate than the cream which 
was presented to the New York Health Depart- 
ment for approval. Since Sabourraud warns 
against the use of an ointment containing more 
than one per cent thallium acetate, it is not 
surprising that a seven per cent thallium ace- 
tate cream has caused so many accidents. The 
public should be strongly warned against the 
use of Koremlu. 

Thallium is now used in many countries in 
the preparation of rat poison. Its menace to 
the worker who is in constant contact with the 
paste is evident. Kaps® and Haberda’® reported 
a successful homicidal case in Germany with 
Zeliopaste, a rat poison containing thallium. 
Rambar" in this country has observed an acute 
thallium poisoning due to accidental ingestion 
of a rat poison. Since thallium is such a dan- 
gerous poison, all the preparations containing 
this metal should be removed from the free mar- 
ket or at least labeled as poison. 


Summary. A ease of thallium acetate in- 
toxication caused by the use of Koremlu cream 
is reported. The dangers accompanying the use 
of thallium in any form are discussed. The dif- 
ficulties encountered in the diagnosis of this ease 
are: described. 
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ALCOHOL AND MORTALITY 


Dr. Haven Emerson, who is the editor of the re- 
cent publication “Alcohol and Man,” is reported to 
have claimed that prohibition has succeeded in re- 
ducing the amount of alcoholic beverages con- 
sumed in the United States. This is shown by the 
lowering of the death rates and sick rates from 
causes related to alcoholism. This statement was 
made in a report to the American Academy of Po- 
litical and Social Science in Philadelphia on Novem- 
ber 12. 

Dr. Emerson states that the figures for per capita 
consumption of alcohol in this country are not 
known since prohibition, but that, in other countries, 
statistics indicate that sickness and death rates 
show that wherever the per capita consumption of 
alcohol has fallen, there have been, in relation to the 
general population, fewer deaths and less sickness 
due directly or indirectly to alcoholism. 





Besides the general reduction of death and sick- 
ness rates from causes related to alcoholism since 
prohibition, Dr. Emerson found impressive changes 
in the relative male and female death rate. He sug- 
gests that common experience shows that particu- 
larly among city dwellers the death rate for men 
has considerably exceeded that for women in each 
five-year period between the ages of fifteen and 
sixty-five. This has been generally attributed to 
the fact that women are better protected against 
industrial hazards and exposure to weather. 

Recent studies in Germany and Denmark have 
shown that when less alcohol is consumed there 
is less difference in male and female death rates 
between fifteen and sixty-five years of age. In the 
United States the differences in these rates have 
also grown less since prohibition, which Dr. Emer- 
son takes to be good circumstantial evidence that 
there is less drinking, particularly among men of 
the laboring class. 
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CASE 18511 
DYSPNEA AND SUBSTERNAL PAIN 
Mepicat DEPARTMENT 


First admission. An American shoe factory 
operative of fifty-six entered eleven months be- 
fore his final admission complaining of increas- 
ing dyspnea on exertion of a year’s duration. 

Two years before admission he had an attack 
of sudden severe substernal pain while walk- 
ing. It did not radiate or double him up and 
passed off in a few minutes, leaving no residual 
soreness. Following this he had frequent sim- 
ilar attacks, always associated with exertion and 
relieved by rest and nitroglyeerin. The pains 
became less frequent and after five months 
stopped. For the next six months he was free 
from symptoms. <A year before admission he 
noticed dyspnea and increasing weakness. Three 
months later he entered a hospital, where he 
stayed for three weeks with improvement but 
‘with only partial relief of the dyspnea. A 
month before admission he returned to work. 
His dyspnea increased rapidly. During the past 
week he had developed a slight non-productive 
cough with wheezing respiration, especially on 
lying down. For three days his ankles had 
been swollen. For two days he had had urgeney 
and urinary incontinence. 

His wife had had one miscarriage, no other 
pregnancies. The family history is not other- 
wise of interest. 

At thirty-two he was laid up in bed for two 
months with ‘‘rheumatie fever’’—fever with- 
out joint or cardiac symptoms. Fourteen years 
before admission he was ineapacitated for a 
year by a ‘‘nervous breakdown’’. For an un- 
specified period he had urinated at night once 
or twice a week. 

Physical examination showed a slightly obese 
man with cyanotic lips. The chest was barrel 
shaped. The heart showed questionable slight 
enlargement to the left (left border of dullness 
10 centimeters, midclavicular line 8). The rate 
was regular. The sounds were distant and muf- 
fled, with a very short systolic interval and an 
accentuated first sound. There were no mur- 
murs. The pulses were normal. The artery 
walls were palpable. The blood pressure was 
136/100 to 100/65. <An_ electrocardiogram 





showed partial auriculoventricular block; PR 
interval 0.28; left axis deviation; slurred and 
widened QRS in all leads. The breath sounds 
were harsh at the right apex front and back. 
There was prolonged expiration throughout the 
chest. There was slight increase of dullness 
at the left base with diminished breath sounds, 
voice sounds and tactile fremitus. There were 
numerous moist rales at both bases with sonorous 
loud and soft rales scattered over the rest of 
the chest, especially at the right apex anteriorly. 
A slightly tender liver edge was felt at the 
costal margin. There was pitting edema of 
both lower legs. The pupils were slightly ir- 
regular and reacted very sluggishly to light, 
not at all to accommodation. The other reflexes 
were normal. 

The amount of urine was 36 to 90 ounces, the 
specific gravity 1.020 to 1.030. There was a 
slight trace of albumin at the first of five ex- 
aminations, none later. The sediment showed 
1 to 16 white blood cells per field at all. The 
renal function was 20 per cent. The non-pro- 
tein nitrogen was 41, 29, 36. The blood was 
normal except for a leukocytosis of 11,600 to 
15,400 during the first two weeks. A Hinton 
test was negative. 

The chart was normal except for one rise of 
temperature to 99.8°. 

During the night of admission the chest slow-: 
ly filled with crepitant and moist tracheal and 
bronchial rales with wheezing respiration. There 
was no orthopnea and only slight cyanosis. 
Venesection was done with relief. The patient 
gradually improved. At the end of a week a 
eardiae consultant found the heart large, the 
first sound practically inaudible, being replaced 
by a strikingly reduplicated apex beat. At the 
end of twenty-five days the patient was dis- 
charged still doing well, with the lungs clear. 

History of interval. A month after his dis- 
charge an electrocardiogram showed normal 
rhythm; rate 80; left axis deviation; inverted 
T waves in lead I; PR interval 0.21 seconds; 
less block. Although he had been advised not 
to return to work, at the end of about a month 
he attempted to do so, but was obliged to give 
up after a week. He continued to be up and 
about for the next nine months, with an ocea- 
sional day or two in bed. Three weeks before 
his readmission he became weaker and more 
dyspneie and consulted a doctor. He continued 
to be up and about while taking the doctor’s 
medicine. For a few days before his second 
admission he was very dyspneic and slept poorly. 

Second admission, ten months after his previ- 
ous discharge. 

Physical examination was as before except as 
noted. He was sitting up in bed breathing with 
great difficulty, with Cheyne-Stokes respiration, 
frequent cough and occasional muscular twitch- 


ings. The apex impulse of the heart was not 
felt. An impulse was felt in the second and 
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third interspaces to the left of the sternum. 
The sounds were of poor quality. There was a 
soft systolic murmur at the apex and the base. 
The pulmonic second sound was accentuated 
The blood pressure was 150/110 to 140/85. The 
chest showed coarse transmitted rales through- 
out, with fine moist rales in the left axilla and 
at both bases posteriorly. The abdomen was 
very protuberant, the wall edematous. There 
Was moderate tenderness in the right upper 
quadrant. The liver and spleen were not felt. 
There was dullness in the flanks; although no 
shifting dullness or fluid wave was made out, 
it was thought that ascites was probably pres- 
ent. There was edema of the lower extremities 
and buttocks. 

The urine showed a trace of albumin, specific 
gravity 1.028, 5 to 10 white blood cells and 5 
to 10 reds per field. Blood examination showed 
15,900 to 20,000 white cells, 85 per cent poly- 
nuclears, platelets decreased. Another Hinton 
test was negative. The non-protein nitrogen was 
50 to 51 milligrams. 

Venesection was done shortly after admission 
and 400 cubie centimeters of blood withdrawn 
with considerable relief. On the second day 
another venesection, 300 cubie centimeters, was 
done. On the third day the twitchings were 
less and the patient seemed more comfortable 
but was slightly irrational. He voided volun- 
tarily. There was very slight residual. In the 
morning the temperature, which previously had 
been 99° to 100.8°, rose to 104°. In the after- 
noon it fell to 100° but during the night again 
rose to 104°. Early the following morning the 
patient died. 


CLINICAL DiscUssION 


Dr. Ricuarp C. Casor: The period of eleven 
months and one year takes his dyspnea back to 
about two years before the time with which we 
are dealing. 

I think it is rather extraordinary how a his- 
tory like this, as compared with any other I 
know in medicine, goes ordinarily with one diag- 
nosis only. If we have pain anywhere else or 
under any other circumstances, we have to con- 
sider many possible diagnoses. But I shall be 
greatly surprised if it is anything but coronary 
disease here. We have no pathognomonic his- 
tories, but that is as near a pathognomonic his- 
tory as anything we have. Another point tends 
. to support the first guess,—the method of relief, 
which is one of the ways in which we judge the 
significance of any pain. 

That this pain—angina pectoris—should have 
stopped after five months is unusual except in 
the cases coming immediately after an infectious 
disease, as we sometimes have it, and getting 
well with the total convalescence from that dis- 
ease,—after pneumonia for instance. We do 
not ordinarily see the disease get better as it 
did here. ; 


4 4s 





We notice that with the onset of this dyspnea 
nothing is said about pain. That is a point 
brought out a great many years ago by Dr. 
John Musser of Philadelphia, who pointed out 
that when compensation fails in a case char- 
acterized by angina, the angina stops. In other 
words, one of the factors in angina is a fairly 
good heart muscle, presumably working in a 
heart not well supplied with blood; but when 
the heart muscle fails and we begin to get 
dyspnea and dropsy, then the pain stops. That 
is one of the few good things we can say about 
heart failure, that it may give relief to a very 
terrible pain. 

So far then we have a straight cardiac his- 
tory, but a eardiae history which contains two 
things often quite separate in such histories. 
The majority of people who have coronary 
disease and the symptoms resulting from 
it are not plagued so much, if at all, by dyspnea 
and heart failure; and the majority who have 
heart failure are not so often plagued by pain. 
I do not believe we could have made a diag- 
nosis of rheumatie fever in this case without 
joint or cardiac symptoms, or anything appar- 
ently except fever. I never heard of a man 
making a diagnosis of rheumatic fever without 
anything more. 

- We can argue nothing from his ‘‘nervous 
breakdown’’. 

At the beginning of the physical examination 
I should say this was still a case characterized 
by angina pectoris, and later by cardiac fail- 
ure, with a possible rheumatic history which 
we may have to take account of later. Every- 
thing points one way,—to the heart. 

I do not know the meaning of ‘‘systolie in- 
terval’’. I do not believe that is what he meant 
to write. He may mean postsystolie interval. 
The first sound of the heart is supposed to be 
longer than the second. Phonocardiograms 
show that the first sound lasts longer than the 
second. That is what he may mean. The PR 
interval was lengthened from 0.20, which it 
should be, to 0.28, a considerable variation often 
leading to heart block. Left axis deviation 
means ordinarily a big left ventricle, as against 
mitral disease, for instanee, which would ordi- 
narily give right axis deviation. The slurred 
QRS means poor conduction and so, poor mus- 
cular action. 

Harsh sounds at the apex front and _ back, 
with no other physical signs, mean nothing so 
far as I know. ‘‘Slight increase of dullness’’ 
is a bad phrase. ‘‘Slight dullness’’ is what they 
mean, I suppose. These signs at the left base 
should mean fluid; at the right base they might 
mean a large liver. At the left base then that 
ordinarily means left hydrothorax. 

The right apex anteriorly is a queer place 
for rales associated with a failing heart. It is 
one of the places we least often hear them. One 
has to consider, then, the possibility of there 
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being some tuberculosis there; although there 
is nothing else to suggest it except the harsh 
breathing mentioned before. 

The pupils were not characteristic of any- 
thing. 

Normal kidneys, so far as we can tell from 
the urine. If we had a good history of chronic 
hypertension we might expect the pathologist 
to say that they showed the result of chronic 
hypertension irrespective of what the urine 
shows. One of the things I have learned late- 
ly is that no human being can say from the 
urine whether the kidney has the particular 
«hange associated with hypertension. We do 
not know yet. whether this patient had hyper- 
tension. He was on the borderline of it when 
he eame here, but it would be rash to predict 
any change in his kidney. 

This slightly high non-protein nitrogen would 
indieate passive congestion, which he certainly 
has, whatever else he has. 

I do not know any explanation of the leuko- 
cy tosis. 

Apparently they did the Hinton test without 
a Wassermann. 

Dr. Tracy B. Matiory: We do a Hinton 
test as a matter of routine on every case, and 
if the Hinton is positive we confirm it with a 
Wassermann. If the Hinton is negative we do 
not necessarily compare it. We have been do- 
ing this for about two years. The Hinton is a 
little simpler and on the whole a little more 
sensitive. 

Dr. Capot: It is quite conceivable, then, 
that as times goes on you may go on with that 
alone. 

Dr. Matuory: It is conceivable, but there 
are at least a dozen modifications and new tests 
that have come up within the past few years 
and we may be shifting to one of those some 
day. 

Dr. Cazsot: ‘‘At the end of a week the first 
sound was practically inaudible.’’? We remem- 
ber that it was loud at the beginning. The 
signification of a reduplicated apex heat, so far 
as I know, is zero. Reduplication of the sec- 
ond sound is very important, sometimes the pre- 
cursor of a middiastolic murmur. 


A month after his discharge the, PR interval 
was 0.21 instead of 0.28, so that it had come 
down very close to normal. ‘‘Less block’’ goes 
without saying. There is nothing about the 
QRS this time. 

This is the tragic history which we face so 
often, of a man trying to buck the limitations 
of his heart. In poor men who have only heavy 
work as a means of livelihood it is one of the 
greatest tragedies I have ever seen. 


At the second admission he has orthopnea, 
which he did not have before, and I wonder 
why he now has. This time there is another 
very bad prognostic sign with it, — Cheyne- 
Stokes respiration. 





Muscular twitchings are not characteristic of 
any kind of heart disease, and make us won- 
der whether I was wrong in supposing the 
kidneys to be normal. Muscular twitchings, 
of course, do go with nephritis. The blood pres- 
sure, 150/110, is the highest we have had. When 
the abdominal wall is as edematous itself as 
was apparently the case here we often cannot 
make out a fluid wave. 

Still I should say there is no evidence of neph- 
ritis so far as the blood is concerned. The 
non-protein nitrogen is a little higher than be- 
fore, but I should say not high enough to have 
any distinctive significance. 

Summary: Here is a man of fifty-six whose 
past history is negative except for a possible 
rheumatic fever. I should say the evidence of 
that was so slight and the evidence in the heart 
of any damage from it so slight that we had 
better not say that we expect any evidence of 
rheumatic disease in the heart. At fifty-six the 
commonest type of heart disease is hyperten- 
sive, sometimes with arteriosclerosis, sometimes 
without it. At the first admission we had not 
much evidence of this. The second time we 
had. My guess is that he had had hypertension 
a long time and that the pressure had gone down 
temporarily the first time as it did the second 
time. I believe it is a hypertensive heart that 
is hypertrophied and dilated but with no im- 
portant valve lesions. One or more of the 
coronaries should be narrowed. There is no evi- 
dence of a syphilitic change in the heart. 

The only discussable question that I see is 
about the kidney. We have to bring this up 
again because of the slightly high non-protein 
nitrogen and the twitchings. Muscular twitch- 
ings are not characteristic of heart disease alone. 
In spite of that I see no good evidence that the 
kidney is diseased. I believe the pathologist 
will say there is enough kidney substance there 
to funetion well. 

I believe there will be nothing else of impor- 
tance found aside from the terminal infection, 
which I shall speak of, and the passive conges- 
tion,—ascites, hydrothorax, dropsy,—wherever 
we can observe it. 

He had fever at the end. We ean do nothing 
here but call to mind the usual things which 
cause fever at the end of a case like this. Bron- 
chopneumonia is much commoner than anything 
else. What other things should we think of as 
possibilities? Pericarditis is common in eases of 
this type, not so common as in eases of neph- 
ritie disease. We have no signs of it, but that 
does not make any difference. I should say 
these are the two diseases most apt to cause 
this temperature, but we cannot do more than 
guess. 

A StupeNT: Would the coronary occlusion 
eause that much fever? 

Dr. Casot: I should say not. It is perfectly 
true that we can have coronary thrombosis with- 
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out pain and with that it is possible to have 
fever. It has been brought out repeatedly of 
late years that we can have occlusion without 
pain. But I do not see how we can diagnose 
coronary thrombosis from the facts given us. 


A SrupEntT: Do you expect any emphysema? 


Dr. Cazot: No; but I shall have to add that it 
is perfectly possible that he has it. No one 
ean make a diagnosis of emphysema on the basis 
of a barrel chest alone. There are just as many 
barrel chests without emphysema as there are 
with it. If we had x-ray evidence about the 
movements of his diaphragm and about extra 
bright lungs we might make the diagnosis. But 
barrel chest alone is not characteristic, and the 
rales that go with it can be the rales of passive 
congestion. 

A Stupent: Would prolonged expiration go 
with passive congestion ? 

Yes. 
A StrupEent: Is there any truth in the state- 


ment that all men over fifty-five have emphy- 
sema ? 


Dr. Caport: 


Dr. CasoT: 
that. 


Dr. Matuory: I think it is true in a sense. 
The alveoli of the average man over sixty are 
uniformly larger than those of the average man 
of twenty-five or thirty. It is a slight change. 
however; it is very far from being clinical 
emphysema. 

Dr. Casot: It is pathological rather than 
clinical emphysema. 


A Stupent: Would the congestive heart fail- 
ure account for the white count? 


Dr. Canot: No. Of course this is a very 
common disease and we have many chances to 
watch it. I think we can say positively it does 
not produce leukocytosis. 


We will ask Dr. Mallory about 


A Srupent: Is there any significance to 
palpable vessels in obese people? 


Dr. Cazot: No, I should say not. Of course 
those vessels that we feel are arteriosclerotic, 
but as you know, we cannot say anything as to 
the condition of the more important internal 
vessels by what we feel externally. 

A StupENT: What test of renal function was 
used ? 


Dr. Casor: I take it that it was the regular 
red test, the phthalein test. 

A Stupent: Is not twenty per cent quite 
low? 

Dr. Casot: No, not at all. Most people as 
ill as this have twenty or lower. Anything 
that makes a man very ill drives his kidney 
excretion down, as his kidney circulation and 
everything else are very low. 


A Stupent: Is the muffled first sound evi- 
dence of emphysema? 


Dr. Casor: No, I should not think so. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 
First Admission 

Arteriosclerotie heart disease. 

Coronary occlusion. 

Congestive failure. 


Second Admission 
Arteriosclerotie heart disease. 
Cardiac decompensation. 
Ascites. 


DR. RICHARD C. CABOT’S DIAGNOSES 


Hypertensive heart disease. 

Hypertrophied and dilated heart. 
Narrowed, possibly occluded coronaiy artery. 
Chronie passive congestion. 
3ronchopneumonia ? 


ANATOMIC DIAGNOSIS 
1. Primary disease. 


(Hypertensive heart disease.) 

Infarcts of the heart, old and recent. 

Occlusion of the descending branch of the left 
coronary artery. 


9 


Secondary or terminal lesions. 


Lymphoma, giant follicular type. 
Hyperplasia of the spleen. 


3. Historical landmarks 


Emphysema of the lungs. 


PATHOLOGIC DISCUSSION 


Dr. Mauutory: The most important part of 
this case was the man’s heart, which weighed 
650 grams. It showed complete occlusion of 
the descending branch of the left coronary ar- 
tery, with a sizable area of infarction on the 
anterior wall of the left ventricle. Part of this 
was an old fibrous healed infarct which very 
possibly goes back to his anginal attack of a 
year ago. At its edge there were some fresh 
hemorrhagic areas which we thought represent- 
ed newer infarction. 


The lungs showed a slight, not very marked 
emphysema. There was a very slight trace of 
bronchopneumonia, not very much but perhaps 
enough to account for the white count. The 
kidneys were essentially negative. 


There was one complete surprise about the 
autopsy, and that was a rather general, fairly 
well marked enlargement of the lymph nodes, 
particularly in the abdominal region, but also 
of the bronchial lymph nodes. Microscopic ex- 
amination shows a typical lymphoma of the so- 
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ealled giant follicular type. If he had not hap- 
pened to die of this heart disease he might 
have died within five or six years of lymphoma. 
This is a type which grows very slowly and re- 
sponds to radiation. 

Dr. CaBot: Where were the biggest nodes? 

Dr. Matuory: In the roots of the mesentery 
and the upper retroperitoneal nodes. 

A StupentT: Did the liver show chronic pas- 
sive congestion ? 

Dr. Matuory: Yes. 

A StTupENT: Was that the cause of that pain? 

Dr. Mautory: Yes. It is quite typical. 

A Stupent: Was the spleen enlarged? 

Dr. Matuory: It weighed 450 grams. That 
is nearly three times normal. 





CASE 18512 


A CASE OF ITCHING AND LOSS OF 
WEIGHT IN A MAN OF FORTY-FOUR 


Uro.ocicaAL DEPARTMENT 


First admission. An Trish-American bond 
salesman forty-four years old entered for the 
first time one month before his second admis- 
sion complaining of itching and loss of weight. 

More than seven months before entry he 
began to have gradually increasing itching be- 
hind the knees. Soon white vesicles appeared, 
at first after scratching, then spontaneously. 
There were three remissions, but at last the 
itching became so violent that for seven months 
’ it had seriously interfered with his sleep. Since 
the onset he had had oceasional slight edema of 
the ankles. For six months he had urinated 
two or three times at night. 

He had been ruined financially in the past 
two years, had been under nervous strain and 
had been unable to eat regularly. In the past 
year he had lost 24 pounds. 


His wife had had one miscarriage. 
dren were living and well. 


He had pleurisy eight years before entry. He 
had rare headaches. The hearing in his left 
ear had been bad for years. Recently his near 
vision had been poor. 

Physical examination showed a poorly devel- 
oped and very poorly nourished man. The chest 
was flat and asymmetrical, with Harrison’s 
eroove. There was poor expansion. The heart 
was of the ptotie type. No enlargement or other 
abnormalities were noted. The blood pressure 
was 170/110. The lungs were clear except for 
slight dullness and increased breath sounds and 
whispered voice at the apices posteriorly. In 
the right lower quadrant there was an ill de- 
fined nodular non-tender mass. In the left 
para-umbilical region there was a firm slightly 
tender mass, probably the spleen. There was 
phimosis. Shotty inguinal nodes were felt. 
There was slight pitting edema of the lower legs. 


Two chil- 





The skin of the body and the extremities showed 
excoriations. 

The amount of urine was 29 to 34 ounces 
when recorded. The specific gravity was 1.008 
to 1.010. There was a slight trace to a very 
slight trace of albumin at all of four examina- 
tions. Both of two sediment examinations 
showed 4 to 6 white cells per field; one showed 
2 to 5 reds. The renal function was 2 per cent. 
The non-protein nitrogen was 100 to 90. Blood 
examination showed hemoglobin of 40 per cent 
Tallqvist, later 54 per cent Sahli. There were 
2.57 to 3.23 million red eells. The white cells, 
differential count and the first smear were nor- 
mal. A second smear showed 0.2 per cent reticu- 
locytes. A Hinton test was negative. The blood 
sugar, fasting, was 110 milligrams. The crea- 
tinin was 7.8 milligrams. A van den Bergh was 
normal. 

Before operation the temperature was 97.5° 
to 99.4°, the pulse 72. The respirations were 
normal. 

On the tenth day circumcision was done. Four 
days later cystoscopy was done and pyelograms 
were taken. On the nineteenth day the patient 
was discharged unimproved. 

History of interval. For several days after 
his discharge he felt well. Then he began to 
lose ground and to run a temperature, rising at 
times to 103°. Eight days after discharge he 
had two severe generalized convulsions. 


Second admission, nine days after his pre- 
vious discharge. 

On examination he was in semicoma. He 
could be roused and answered questions fairly 
rationally but immediately sank back. He was 
dehydrated, breathing deeply. There were slight 
twitchings about the face. The breath was am- 
moniacal. His eyes were exophthalmie and par- 
tially fixed. The hands and feet were sweating 
and eold. The blood pressure was 98/60. The 
pulse was irregular. 

The patient remained in coma or semicoma 
but rallied at times surprisingly to a lucid state. 
He had two or three attacks of convulsive 
twitchings. The non-protein nitrogen was 130, 
330, 220. He voided moderate amounts of dilute 
urine. There was moderate itching of the skin. 
On the third day he had nausea and vomiting. 
That day he died. 


CLINICAL DISCUSSION 


Dr. Maurice Fremont-SmituH: I think we 
may assume that he did not have the very com- 
mon causes of itching,—scabies, pediculosis, ur- 
ticaria. The other things we think of with re- 
gard to the symptom of itching are (1) jaun- 
dice, (2) Hodgkin’s disease, (3) leukemia, (4) 
uremia. Are there any others? 

A StrupEnt: Neurodermatitis. 

Dr. FreMoNT-SmitH: I do not know much 
about it. 


A Stupent: How about ¢ezema? 
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should have skin lesions present and he did not 
have them. The lesions came out after he 
scratched. 

That history does not give us very much lead 
as to what is the matter with him. The pleurisy 
of course makes us think of a possible tubereu- 
losis as the cause of his loss of weight; his in- 
ability to eat makes us wonder whether he might 
have cancer of the stomach, the earliest symp- 
tom of which is often loss of appetite. But 
none of those things attach themselves in our 
minds to the chief symptom, which was the itch- 
ing. 

In a man of forty-four a blood pressure of 
170/110 shows a very definite hypertension. Es- 
pecially is the diastolic blood pressure signifi- 
eant. As we all know, a good many patients, 
when we first take their blood pressure, will 
run 20 to 40 millimeters higher than they will 
a few minutes later. Consequently it is a very 
wise thing to take the first measurement, then 
talk to the patient and take it again. You 
will be surprised at the fears in your own mind 
which may be dissipated by taking it again. But 
a diastolic of 110 always means something. 

‘‘The lungs were clear except for slight dull- 
ness and increased breath sounds and _ whis- 
pered voice at the apices posteriorly.’’ That 
is a finding which in the first place is a very 
hard one to judge correctly, and in the second 
place may not mean anything even if it is so. 
He was very thin. The sounds would come 
through, and sounds can always be heard better 
in such a chest. Of course it may mean an old 
healed tuberculosis. 

So far we have itching, a blood pressure 
that is too high, and tumors in the abdomen. 
We can put those all together, I suppose. We 
can say that the itching and the blood pressure 
are both consistent with failing kidneys, and ab- 
dominal masses may be tied together into a di- 
agnosis of polyeystic kidneys. On the other 
hand the masses in the abdomen are not so sym- 
metrical as we should expect. Usually polyeys- 
tic kidneys show masses rather symmetrical in 
the two sides of the abdomen. 

There is another possibility. We have shotty 
inguinal glands. In almost everybody we can 
feel enlarged inguinal glands. Consequently I 
should very much like to know whether there 
were any other glands elsewhere in the body. 
-One might perhaps sum up the story in this 
way: large palpable glands, a spleen (if it is a 
spleen), and Hodgkin’s disease. Those are the 
two possibilities that appear. 

The specific gravity of the urine was fixed at 
a low level, so I think whatever else the case 
shows, the kidneys will show nephritis. There 
is nothing in the urine really except a low 
gravity and a little albumin, but of course that 
may be enough. The non-protein nitrogen was 
100 to 90. In other words his kidneys were not 
putting out nitrogen. There is marked anemia. 





cytes. We ean have as high as one per cent in 
a normal smear. The creatinin is of course far 
above the normal and gives a very poor prog- 
nosis. 

There must have been some good reason for 
doing a circumcision in a man as ill as this. 
Just off-hand one would say, why in the world 
submit this man to the strain of anesthesia? [ 
should say it was a very unwise thing to give 
this man ether. Perhaps they did not give him 
ether. 

Dr. Tracy B. Matuory: They could not pass 
the eystoscope. . 

Dr. FremMont-SmitH: And they were very 
anxious to pass the cystoscope. Perhaps they 
felt that he had polyeystic kidneys. Even 
so, with that renal function I think it would 
probably be just as well not to do a cystoscopy. 
There was probably some good reason in the 
mind of the man who did it, but personally I 
should probably try to prevent a cystoscopy be- 
ing done, because of course we know that after 
cystoscopy a kidney may shut down entirely. 
Now if one shuts down and the two together 
are barely sufficient, we may get into serious 
trouble. 

Dr. JAMES C. WuTE: Possibly they wanted 
te rule out enlargement of the median lobe of 
the prostate. 

Dr. Fremont-SmitH: Would not a catheter 
have told that story? It would have been wiser 
to let out the urine slowly. 

Dr. Wire: Presumably he did not have a 
distended bladder or they would have palpated 
it. 

Dr.‘ FrReEMoNT-SmitH: Convulsions would not 
be unexpected I should say. He was in shock, 
and in shock probably from poisoning owing 
to lack of kidney function. The non-protein ni- 
trogen is going down, perhaps after they got 
fluids into him intravenously 

I do not think there is very much more to say 
except that he certainly died of kidney failure, 
and that we shall find evidence of very definite 
kidney pathology. I think that if we wish to 
tie all the story together, as we should, poly- 
cystic kidney explains the condition best, and 
if we have polycystic kidneys we have no reason 
to postulate anything else, not even a Hodgkin’s 
or lymphoma. So I think we had better make 
that diagnosis. 


CYSTOSCOPY 


A preliminary examination showed extend- 
ing from each kidney region downward almost 
to each iliae crest a large, somewhat coarsely 
roughened mass, non-tender and freely mova- 
ble with respiration. 

The bladder mucosa was normal. No stones, 
tumors, diverticula or areas of inflammation 
were seen. The prostate was slightly enlarged 
symmetrically (as a collar) and slightly in- 
flamed, but was not bleeding. The ureteral ori- 
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fices were normal. Clear urine was seen coming 
from each. The ureters were easily catheter- 
ized. The bladder urine was slightly hazy and 
pale. That from the kidneys came with inter- 
mittent flow, poorer on the left, and was of low 
concentration. All three specimens showed 
many white cells, red cells and easts of all kinds. 
Culture from the urine from the right kidney 
was Sterile; that from the left kidney showed 
colon bacillus. 


FURTHER DISCUSSION 


Dr. FrREMoNT-SmitH: It may be worth say- 
ing that oftentimes a fresh specimen of urine 
will show casts, whereas one that has been left 
over a few hours, especially if alkaline, will not. 
I think this report would not change my diag- 
nosis. 

PYELOGRAMS 


The kidney outlines were indistinct on both 
sides. There were no visible stones. The liver 
shadow seemed large. There was an anatomical 
variation at the sacrolumbar junction, partially 
sacralized vertebrae. In the region of the stom- 
ach there were shadows which suggested gyro- 
scopic rugae. 

A retrograde pyelogram ten days later 
showed the shadow of the injected kidney pel- 
ves unusually large and distorted, presenting 
the characteristic appearance of polycystic kid- 
neys. 

FURTHER DISCUSSION 


Dr. GrorcE W. Houmes: The plate nearest 


‘me shows both kidney pelves injected. They 


are enormously increased in size. The picture 
is characteristic of polycystic kidneys, distor- 
tion of the ealices without much dilatation of 
the pelvis itself, elongated major calices and oc- 
easionally elongated minor ealices. The pic- 
ture is that of masses in the kidney pressing 
on the pelvie area. The fact that it is bilateral 
helps considerably in the diagnosis. We oceca- 
sionally have a single cystic kidney, but a sin- 
ele lesion such as this is usually due to hyper- 
nephroma or some other tumor in the kidney. 
Tumors are not likely to be bilateral, as this is. 

Here is a plain film of the abdomen taken in 
an effort to show the kidney outlines. It is 
sometimes possible to show the kidneys on a 
film taken in this manner and perhaps make in- 
jection unnecessary. Another method of show- 
ing the kidney without catheterization is by in- 
jection of a dye into the blood stream. The 
dye is secreted by the kidney, and in that way 
we get an outline of the kidney pelves and of 
the kidneys themselves. 

Dr. Casot: Why didn’t they do that in this 
case? 

Dr. Hotmes: I suppose because the kidneys 
were not functioning well. Probably the dye 
would not have come through. 

He had films taken of his chest. I should 
think they were negative. We can see a con- 





siderable difference in the size of the apices, the 
right being much larger than the left. That 
may be due to scoliosis. The lung fields are 
rather large, clear, the diaphragm low, and the 
heart shadow prominent in the region of the 
ventricles. In the lateral view we can see the 
depression in the front of the chest wall which 
was mentioned. I do not think this adds any- 
thing to the diagnosis. 


Dr. CaBot: Why did they take that lateral 
view ? 

Dr. Houmes: I don’t see any special rea- 
son for it except to show the deformity of the 
chest, and that they already knew. 

A Stupent: Do you as a rule have high tem- 
perature in uremia? 

Dr. FREMONT-SMITH: Yes. 

A Srupent: As much as we get in this case? 

Dr. CaBot: I should say yes. 

A Stupent: Would it be likely to be less 
marked than in chronic nephritis with some 
degree of kidney insufficiency ? 

Dr. FreMontT-Smitu: I do not know. I think 
the temperature does go up in uremia, but I do 
not know of any definite explanation for it. Of 
course with dehydration there is a rise in tem- 
perature and there is always the possibility of a 
secondary infection in a man as ill as this, a 
pericarditis and often a terminal pneumonia 
without any signs. 

A StupEent: How about leukocytosis ? 

Dr. FreEMont-SmitTH: I should say that in a 
terminal state of uremia we do get leukocytes 
and a temperature. 

A Stupent: That is, from the uremia itself ? 

Dr. Casor: I think just from the uremia 
itself. 

A Srupent: What are they referring to 
when they say ‘‘before operation’’? 

Dr. Fremont-SmitH: I think cireumcision 
was the only operation he had. You would not 
eall a cystoscopy an operation, from the point 
of view of the operator. 

A Srupent: Are vesicles characteristic of 
uremia? 

Dr. FreMoNtT-SmitH: I do not think they 
are. I have seen marked itching but I have 
never noticed vesicles. 

A Stupent: What is the cause of the anemia? 

Dr. FREMONT-SMITH: It is very frequent in 
the glomerular types of chronic nephritis. Oc- 
easionally we find anemia in vascular nephritis, 
but I think Dr. Mallory will bear me out that 
in almost all cases of glomerular nephritis there 
is anemia, and where we do not find it we won- 
der if we are right in making a diagnosis of 
glomerular ~ephritis. 

A StupENtT: How about the diet as a cause? 

Dr. FREMONT-SMITH: We can get very 
marked states of anemia from poor nutrition, 
but here we have a very much more definite 
thing to attach it to. The cause must be a mar- 
row inhibition due to the toxins that are not 
put out through the kidney. 
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A STUDENT: Is there any pain in uremia? 

Dr. FreMonT-Smitii: Usually none. Ocea- 
sionally abdominal pain and vomiting occur. 

A StupENT: Is edema common in polycystic 
kidney ? 

Dr. FrReMontT-Sitir: I think whenever we 
eet kidneys that do not put out water, whether 
they are normal kidneys that have been stopped 
by fever, by vasopressure, or are unable to se- 
crete because of kidney pathology, if the person 
continues to take fluid, edema will appear. 


CLINICAL DIAGNOSES (FROM TIOSPITAL RECORD) 


Bilateral polyeystie kidney. 
Uremia. 


DR. MAURICE FREMONT-SMITH’S DIAGNOSES 


Polyeystie kidneys. 
Uremia. 


ANATOMIC DIAGNOSES 
1. Primary disease. 
Polycystic kidneys. 
2. Secondary or terminal lesions. 


Cyst of the spleen. 


PaTHOLOGic Discussion 


Dr. MaLtLory: We found a pair of extremely 
large polycystic kidneys here, the pair weighing 
together 2100 grams, which would be consider- 
ably more than the normal sized liver. Almost 
every millimeter of kidney substance was in- 
volved, the cysts varying from two to three mil- 
limeters to two to three centimeters. Microseop- 
ically in between the cysts we could find an 
occasional glomerulus and an occasional tuber- 
cle here and there, but by and large there was 
very little kidney substance left, probably not 
a total of more than 30 grams of kidney sub- 
stance. 





The examination was limited to the abdomen. 
The only other thing we found was something 
very common in these cases—a small cyst in the 
spleen. Over 50 per cent of polyeystie kidneys 
do show eysts in the liver or the spleen, usually 
the former. 

The etiology is totally unexplained so far as 
we can see. Any theory that might be based on 
local changes in the kidney falls down in view 
of these very frequent multiple cysts in the 
spleen and liver. 

Dr. Casor: Was the spleen enlarged? 

Dr. Mauuory: No. 

Dr. FremMont-Smiti: Were the masses fairly 
symmetrical ? 

Dr. MALLORY : 
than the right. 

A Strupent: Is uremia a clinical diagnosis? 

Dr. Mauuory: Yes, there is no possible way 
of making the diagnosis anatomically exeept by 
inference. If we find any lesion which has de- 
stroyed more than 75 or 80 per cent of renal 
tissue we are almost certain that there has been 
uremia. It takes an immense amount of kidney 
destruction to give uremia. Certain other things 
also aid. If we find a pericarditis and an acute 
colitis, uremia becomes almost a certainty, but 
it always remains an assumption. 

‘A STuDENT: What was the clinical diagnosis 
before the pyelogram was taken? 

Dr. Mauuory: It was polyeystie kidneys. 
Making the diagnosis of polyeystie kidneys de- 
pends wholly on thinking of it. It happens to 
have been the third case within a short time in 
this hospital, so they were thinking of it. 

Dr. Casot: I think Dr. Mallory puts that 
exactly right. In the cases I have seen if we 
had thought of it at all the diagnosis was per- 
fectly easy. The cysts are generally so big that 
if you think of it you feel them. If you do not 
think of it, no matter how big they are you do 
not feel them. 


The left was distinetly larger 
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ON EARTH PEACE, GOOD WILL 
TOWARD MEN 


THESE words, resounding through the past 
eighteen centuries, have inspired faith in the 
hearts of multitudes of human beings and helped 
them to meet the innumerable complexities and 
disappointments of life. The sentiment origi- 
nated with a belief in the coming of the Mes- 
siah whose immeasurable influence should foster 
the moral development of men and prove an 
available resouree in time of trouble. 

Though Christianity has not taken from the 
hearts of men the spirit of war, it has been a 
mighty power in molding the complexities of 
personal relationships and an important factor 
in the behavior of people in periods of distress. 
Even in this material age, with hatred and dis- 
turbance among nations, paeans of joy will per- 
vade many regions and the Christmas spirit 
will dispel the gloom of the past three years. 

History shows that civilized nations have over- 
come the cataclysms of war and great natural 
disasters and, although we have been passing 


through a period of trial beginning with the 
Great War and extending more or less continu- 
ously through the depression, there still exists 
in the hearts of brave and patient people the 
expectation of blessings yet to come. There is 
one great cause for rejoicing at this time in 
the almost universal improvement of the health 
and well-being of those who have not been east 
into the depths of poverty and deprivation. 
May we extend to our readers the hope that 
the Christmas spirit will prevail to the end 
that there shall be On Earth Peace, Good Will 
Toward Men. é 





WHY ARE SOME MEDICAL SCHOOLS 
“NOT RECOGNIZED ?”’ 


THE question may well be asked why some 
medical schools are ‘‘not recognized’’. The sum- 
mary answer that they are not really educa- 
tional institutions omits so many pertinent con- 
siderations that one’s curiosity is aroused as to 
how such institutions came to exist. It would 
be interesting to review in detail the history of 
medical education in the United States since the 
beginning of the nineteenth century and to note 
the conditions in which medical schools were 
founded. In a country with rapidly extending 
frontiers, sometimes in sprawling fashion, with 
pioneer conditions a matter of but yesterday in 
many so-called settled communities, it was not 
to be expected that medical education would re- 
ceive the planned attention that was given to it 
in the century old universities of Europe. There 
was a need for physicians; still more a need for 
well-trained physicians; established medical 
schools were remote from the vigorous life west 
of the Alleghanies; students were eager to learn 
and physicians eager to teach. The medical 
curriculum consisted of a course of lectures sup- 
plemented by a few demonstrations, and even 
anatomy was taught in this limited way. Al- 
though the names of William Harvey and John 
Hunter were not unknown, experimental sci- 
ence and formal medical education were not on 
speaking terms, and there were no laboratories. 
As there was even then a superabundance of 
information to be acquired by the student, the 
courses of lectures of the first year were re- 
peated for the second year. 

It was a simple and inexpensive matter to 
establish a medical school. <A charter giving 
power to confer degrees in medicine was easily 
obtained from the legislature. <A faculty, ar- 
ranged by the well-known ‘“‘settee’’ rather than 
the ‘‘chair’’ method, was quickly brought to- 
gether, and students naturally gravitated to 
the center of learning. There was a real need 
and a striving to meet it, inadequately and often 
unintelligently. The result was a mushroom 
like growth of medical schools, of which the 
Directory of the American Medical Association 
lists over three hundred and fifty that have 
closed their doors. 
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It was immediately apparent that many of 
these institutions were not worthy of the name 
of medical school and recourse was had to stat- 
utory enactment for protection against unedu- 
cated graduates. The coming change in medical 
education was foreshadowed in some of the stat- 
utes of the ’80’s and a graduated course with 
progression from year to year extending over 
three years was introduced. In some states 
specific details as to content of curriculum 
were set forth in the law and only graduates of 
schools which met the statutory requirements 
were regarded as eligible for examination for li- 
censure. Then it became clear that better prep- 
aration for the study of medicine was needed 
and college work of one, two, three or even four 
years in some schools was required. Now the 
minimum standard for admission to ‘‘recog- 
nized’’ schools is two years of college work in 
specified subjects. 


To the demand for better medical education 
voiced by some legislatures, and by some med- 
ical educators and schools, and made necessary 
by the accumulating mass of medical knowledge, 
every medical school has been responsive, but in 
varying fashion. Some said frankly they could 
not meet the demands of the new age, and they 
preferred to close their doors honorably. Others 
combined their resources with similar or 


stronger schools, making one reasonably strong. 


school in place of several weak institutions. Oth- 
ers with more adequate means at their disposal 
progressed steadily, often showing leadership 
in the general advance. 


There remains, however, another small group 
of schools. Of these some are of recent growth, 
others have dragged on an existence from by- 
gone days; but all, relative to the larger group, 
have gone backward. These are the schools, 
which, perhaps better than the worst of fifty 
years ago, are now so far behind the general 
line of educational advance, that they are not 
‘‘reecognized’’ as medical schools by some eval- 
uating bodies. They are almost without equip- 
ment, their teaching staffs are weak, their lab- 
oratories are very inadequate and their clinical 
facilities are of the slimmest proportions. They 
cannot give modern scientific medical education. 
They are institutions caught by some eddy and 
held in some backwater, while the stream of 
progress has swept on. 


. Oceasionally, as the law has revoked for 
fraud the charter of one or another of the deca- 
dent medical schools. sinister motives for their 
continued existence have come to light, so that 
a shadow has fallen on schools that are not ‘‘ree- 
ognized’’. Of the inner workings of some of 
these institutions little is known. It would re- 
dound to their eredit if they would invite in- 
vestigation by evaluating bodies, if they would 
manifest a desire to be ‘‘recognized’’, and if 
they would make serious efforts to meet the need 
for better medical education. 





INTERPRETATIONS OF THE WORK OF 
THE COMMITTEE ON THE COSTS OF 
MEDICAL CARE 


ATTENTION is called to the address of Profes- 
sor C.-E. A. Winslow on page 1138 of this is- 
sue which emphasizes the statements embodied 
in the final report of the Committee on the 
Costs of Medical Care. 

The medical profession of the United States 
has been provided with a series of carefully com- 
piled fact-finding reports and with flexible plans 
adapted to the variable conditions of American 
life, based upon these publications. The work 
was carried on by a competent staff of investi- 
gators and the results have been under consid- 
eration for many months by a group of 50 pro- 
fessional and lay persons, 24 of whom have the 
degree of Doctor of Medicine. The final report 
of the committee consists of a series of recom- 
mendations supported by a large majority of 
the committee, including 16 Doctors of Medicine, 
together with a dissenting statement signed by 
eight physicians and one layman. ; 

This final report should be studiously con- 
sidered, and acted upon by the medical profes- 
sion. The public seems to be insistent that some- 
thing be done about existing conditions. Says 
the Newark News, ‘‘the medical association or 
the individual doctor who dislikes the preserip- 
tion is bound to offer something better or to be 
guarded in his eriticism’’. ‘‘Does the medical 
profession,’’ asks the Miami News, ‘‘plan to 
stand pat on the situation as it now stands— 
a combination of idle doctors and untreated 
sick?’’ The Lewiston (Idaho) Tribune warns 
us that-‘‘if the profession does not lead in the 
adoption of this or some other remedy there 
will be repeated an insistent demand for ae- 
tion by state and local governments’’. When 
the objections aroused by the committee’s fair 
and constructive report have subsided, we are 
confident that the medical profession will as- 
sume a position of helpful leadership and that 
it will not be driven into a position of unrea- 
soning opposition. 

The recommendations of the committee are 
not ‘‘revolutionary’’. On the contrary, it is 
possible that the committee has saved the Ameri- 
ean people from a change in the provision of 
medical care which might quite properly have 
been termed ‘‘revolutionary’’. Most countries 
in Europe and some in other parts of the world 
have adopted, during the past half century, sys- 
tems of compulsory state illness insurance. 
Before the War, state insurance was proposed 
and considered in some eight or ten common- 
wealths in the United States and much public 
sentiment had developed in its favor. If the 
War had not come, the protagonists of this 
system of medicine would probably have _ be- 
come increasingly active in urging its consid- 
eration and some of the states might have 
adopted it before now. 
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A doctor of international reputation in one 
of our leading medical schools writes ‘‘this mo- 
ment strikes me as a critical moment for the 
profession in the United States. We all know 
how the profession in Great Britain lost prestige 
at the time the Medical Insurance Act was un- 
der discussion in England. By refusing to con- 
sider the facts of the situation at the time and 
to bring forth a proposal which was in con- 
sonance with the traditions of the profession, 
the profession in my opinion lost a wonderful 
chance to show its good sense and wise judg- 
ment. In time it had to accept not a scheme 
of its own making but a scheme thrust upon it 
by the politicians. Are we not running into a 
similar danger just now?’’ 

Those who fear especially the growth of ‘‘state 
medicine’’ should welcome the committee’s rec- 
ommendations. Surprising though the fact may 
be to many persons, today approximately 75 
per cent of all hospital service is furnished by 
governmental institutions. The committee sug- 
gests that the present tendency to extend the 
functions of the voluntary hospitals be encour- 
aged and that it be made the basis for the de- 
velopment of centers from which all types of 
medical care properly organized may be made 
available to the people. If the voluntary hos- 
pitals and the doctors connected with them now 
assume leadership, there should be relatively less 
‘“state medicine’’ than at present rather than 
more. 

Those who read the report may trust its fram- 
ers to interpret it. It will be seen that the 
importance of the personal relation between the 
patient and practitioner is recognized and re- 
peatedly emphasized. The recommendations of 
the main report definitely provide for its pres- 
ervation. The report safeguards many other 
essential interests of both physician and pa- 
tient. The committee has done its work thor- 
oughly and has given due consideration to these 
matters. 

The problem is difficult and complicated. It 
calls for intelligent thinking and careful pains- 
taking study, rather than for emotionalism. Dr. 
Ray Lyman Wilbur well said in his address in 
New York, ‘‘We cannot wisely carry forward 
the fears and the shibboleths of the past in fac- 
ing the social and economic forees of the day. 
Issues must be faced and not avoided by repeat- 
ing the outworn slogans. ‘Contract practice’ 
and ‘state medicine’ must be redefined and ‘de- 
bogie-ized’. Waving scarecrows only disturb 
the unthinking.’’ Finally, we cannot escape 
the truth in Doctor Wilbur’s warning, ‘‘The 
doctor must recognize that whether he likes it or 
not, something is going to be done. It is better 
to have it done by him than to him.’’ 

That there should be honest dissent from the 
findings of the Committee is desirable, but it is 
reasonable to expect that bitter recrimination 





will not be the resource of the objector. There 
should be no personal quarrel in the medical 
family. 





A WARNING TO HOSPITALS 


Ir is a distinct shock to our sense of pride 
in Massachusetts medical practice to receive a 
copy of a letter again warning hospital super- 
intendents of the necessity of typhoid immuniza- 
tion for nurses. Several months ago the death 
of a non-immunized student nurse from a ty- 
phoid infection, presumably contracted in line 
of duty, prompted the State Department of Pub- 
lie Health to warn all hospitals of the vital im- 
portance of this protection for the nursing staff. 
In at least two hospitals this timely warning 
went unheeded, with the result that two more 
nurses, likewise unprotected, have fallen vic- 
tims of the disease. 

In his monograph on typhoid fever printed 
in 1873, William Budd made touching reference 
to ‘‘the devotion of some poor neighbor who in 
too many cases paid the penalty of her kind- 
ness in becoming, herself, the victim of the same 
disorder’’. It was no unusual event in those 
days for the nurse to contract typhoid from the 
patient. To care for a case of the disease con- 
stituted a distinct hazard to the attendant, for 
secondary cases and deaths were not infrequent. 
With the advent of typhoid vaccine, it became 
possible to protect against such an_ event. 
Typhoid immunization of nurses has become an 
established practice in hospital management, 
with a resultant virtual disappearance of such 
secondary cases. It is surprising, therefore, to 
learn that certain hospitals are still unmindful 
of their responsibility in thus protecting their 
nurses. However much we may wonder at the 
apathy of certain parents in not obtaining the 
benefits of various preventive procedures for 
their children, we must wonder even more at 
such neglect within a group which should be 
educated to the appreciation of the value of 
modern preventive medicine. 





THIS WEEK’S ISSUE 


ConTAINS articles by the following named au- 
thors: 


CuHEEVER, Davin. A.B., M.D. Harvard Uni- 
versity Medical School 1901. F.A.C.S.  Asso- 
ciate Professor of Surgery, Harvard Medical 
School. Surgeon, Peter Bent Brigham Hospital. 
His subject is ‘‘Operative Evacuation of the 
Small Intestine in Paralytie Stasis.’’ Page 1125. 


Address: Peter Bent Brigham Hospital, Boston. 


SAKLAD, Meyer. M.D. Tufts College Medical 
School 1924. Anesthetist, Providence Lying-In, 
Miriam, Charles V. Chapin, Rhode Island Hos- 
pitals, Providence, R. I., and Memorial Hospi- 
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tal, Pawtucket, R. I. His subject is ‘‘Oxygen 
and Carbon Dioxide Therapy.’’ Page 1182. Ad- 
dress: 2 Euclid Avenue, Providence, Rhode 
Island. 


Winstow, €.-E. A. Dr.P.H. Vice-Chairman 
of the Committee on the Costs of Medieal Care 


and Professor of Publie Health, Yale Sehool of 


Medicine. His subject is ‘‘The Recommenda- 
tions of the Committee on the Costs of Medical 
Care.’? Page 1138. Address: Yale Univer- 
sity, New Haven, Connecticut. 


ScarcELLo, Nicnouas 8. M.D. Tufts College 
Medical School 1930. Former Interne at The 
Cambridge Hospital. Senior Resident at The 
Evangeline Booth Maternity Hospital. Teach- 
ing Fellow in Obstetries at Tufts College Medi- 
cal School. At present Graduate Assistant at 
The Worcester City Hospital. His subject is 
‘*Luminal in Controlling the Restlessness from 
Sodium Amytal in Obstetries.’’ Page 1142. 
Address: 27 Elm Street, Worcester, Massa- 
chusetts. 


Rupy, ApraAHAM. A.B., M.D. University of 
Berlin, Germany 1923. Assistant in Medicine, 
Beth Israel Hospital. Teaching Assistant in 
Medicine, Tufts College Medical School. His 
subject is ‘‘Severe Thallium Acetate Intoxica- 
tion Caused by the Use of a Depilatory Called 
‘Koremlu.’’’ Page 1151. Address: 311 Com- 
monwealth Avenue, Boston. 
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A RADIO MESSAGE PREPARED AND SPON- 
SORED BY THE COMMITTEE ON PUBLIC ED- 
UCATION OF THE MASSACHUSETTS MEDICAL 
SOCIETY FOR THE DEPARTMENT OF PUBLIC 
HEALTH 


Some Facts WortH Know1ne Asout Your HeEart* 





BY JAMES M. FAULKNER, M.D. 


Heart disease has had a good deal of publicity 
in the last few years. Everyone has heard that it 
has outstripped tuberculosis and cancer as a cause 
of death in the United States. The realization has 
become general that rheumatic fever practically al- 
ways means heart trouble and now the mention of 
St. Vitus’ dance does not always provoke a laugh. 
The spread of this important information throughout 
the community has already done much to prevent 
the chronic invalidism and early death which may 
result from ignorance and neglect. Pains in the 
legs in children are not lightly dismissed as “grow- 
ing pains” and the fidgety, inattentive little girl 
who drops the dishes is not scolded—she is taken 
to the doctor. 

One does not, however, get a fair picture of what 
the heart can do if one hears only of its short- 
comings. Furthermore, one is inclined to interpret 
sensations from the heart all too seriously if one 
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thinks of the heart only in terms of disease. It 
seems worthwhile, therefore, to use these few min- 
utes to show you the other and brighter side of 
the picture. 

I want to show you that instead of being a deli- 
cate organ, liable to give out under any undue 
strain, the heart is one of the strongest and tough- 
est organs in the body. It has been provided by 
nature with an enormous reserve force; a reserve so 
powerful that it can protect the healthy heart 
against the strain of the most violent exertion and 
which allows the heart to carry on a normal circula- 
tion for long periods in spite of the handicap of 
damaged heart valves or high blood pressure. 

The normal heart of a person lying down at rest 
puts out about half a tumblerful of blood with each 
heart beat and in the course of a minute it puts 
out a gallon and a half. Under the stress of violent 
exertion such as running at top speed, the heart is 
capable of putting out twice as much at each. beat 
and seven times as much or ten gallons per minute. 
This is equivalent to having every drop of blood 
in the body pass through the heart about seven times. 
per minute. If our banks held such reserves as this 
against times of stress, we would have very few 
bank failures. 


Now the question naturally comes up, “How can 
this little bag of muscle, the heart, which only 
weighs about ten ounces, keep up this extraordinary 
amount of work hour after hour, day and night, day 
in and day out?” One would think it would soon 
get exhausted. As a matter of fact, the heart 
snatches a brief period of complete rest after each 
beat, in which it relaxes completely and builds up 
its energy again for the next beat. In fact, when a 
person is resting, the heart is actually working only 
one-half to three-quarters of the time. It is on a 
twelve to eighteen hour day, so to speak. As soon 
as a person starts exercising the heart has to speed 
up in order to carry the extra amount of blood which 
is demanded by the muscles. The speeding up takes 
place at the expense of the rest period so that the 
peculiar state of affairs is brought about that the 
harder the heart is working the less rest it gets. 
Eventually, of course, a point is reached at which 
the heart is not getting enough rest and cannot 
work efficiently, but it never quits merely be- 
cause more is asked of it than it can do. It 
carries on as best it can until the person is 
obliged to rest by reason of getting compietely out 
of breath or from muscular fatigue. The healthy 
heart does not fail no matter how much strain we 
put on it by exercise. 

This brings us to the problem of the so-called 
“athletic heart”. There is a widespread belief that 
strenuous physica] exercise such as rowing or long 
distance running throws an undue strain on the 
heart causing it to enlarge and predisposing its pos- 
sessor to heart disease and early death. First let 
us take up the question of enlargement of the heart 
from strenuous athletics. This idea dates back to 
the days before we had really exact methods of 
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measuring the size of the heart. Since the advent 
of accurate x-ray measurements of the heart, this 
view has had to be practically abandoned. Several 
years ago a careful study was made of the hearts 
of twenty of the Marathon runners in the Ashland 
to Boston race. X-ray measurements of the heart 
were taken before the race and immediately after 
the finish. These men, many of whom had been run- 
ning in Marathon races for years, showed no enlarge- 
ment of the heart and their hearts were a little 
smaller at the finish than they were at the start. 
Such observations as these have been confirmed 
many times by other investigators and the diag- 
nosis of athlete’s heart is no longer made in the 
clinics. 

As for the bugaboo that men who were strenuous 
athletes in college were apt to die young, a great 
mass Of statistics on this point has been gathered 
and no evidence has come out of it which would 
make a life insurance company any more hesitant 
about issuing a policy to a former member of the 
football team than to a former member of the de 
bating team. 

My remarks up to now must be understood to ap- 
ply only to healthy young people. For them the 
danger of heart strain from overexertion does not 
exist, but for older people who are out of training 
it is quite a different matter. Advancing years and 
lack of exercise may cut down the reserve force of 
the heart to very narrow limits and the office work- 
er of fifty with flabby muscles who attempts a long 
distance swim or a high mountain climb is running 
a real risk. All people when they reach the age of 
. forty should make up their minds to one of two 
modes of life. They should plan either to keep in 
good physical training by regular exercise or to 
pocket their pride and refrain from anything more 
strenuous than golf. Occasional, violent exercise is 
far worse than none at all. 

Now a word as to the effect of tobacco on the 
heart. There is no doubt in the mind of any ath- 
letic trainer that smoking cuts down a man’s wind. 
This is largely due to its effect not on the heart 
muscle itself but on the nerves which control the 
rate of the heart beat. Smoking tends to accelerate 
the heart rate. This is noticeable at rest, but is 
exaggerated by exercise. It is something like taking 
the governor off an engine; it makes it run faster 
but less efficiently. Thus the habitual smoker may 
find his heart racing wildly after a bout of exercise 
which would not faze him were he in training. 
There is no evidence that smoking does any perma- 
nent damage to the heart or that it predisposes 
the heart to other forms of heart disease. Excessive 
smoking may produce an irregularity of the heart 
known as premature beats. These premature beats 
often pass entirely unnoticed by the individual ex- 
hibiting them, but some people are painfully aware 
of their presence. They often describe them as a 
feeling as if the heart flopped over in the chest. 
Excessive use of tea or coffee sometimes causes the 
same irregularity in susceptible individuals. This 





irregularity is merely a sign of an irritable heart 
and does not mean heart disease. 

Another very common finding in the heart is the 
presence of a murmur. It is important to remem- 
ber that by no means all heart murmurs mean heart 
disease. In fact, a large percentage of normal per- 
sons have faint heart murmurs if they are carefully 
listened to. In the vast majority of cases it is 
possible for a competent physician to distinguish 
between a murmur which is significant and one 
which is not. 

Leaky valves cause characteristic murmurs which 
are usually readily recognizable by the physician. 
The term is perhaps an unfortunate one because 
it is apt to call up in the mind of the patient the 
picture of a sinking ship in which leaky pumps can- 
not keep pace with the rising water level. The 
sufferer from valvular disease of the heart should 
know that nature is. doing a great deal to overcome 
this handicap. The heart enlarges in order that it 
may put out the extra amount of blood which is re- 
quired to make up for that which leaks by the 
valve. In a large number of cases, nature takes care 
of this so well that the victim is able to carry on 
a normal life for many years. 

In closing may I repeat that the heart as the 
most vital organ in the body has been protected 
by nature with most powerful reserve force. While 
we are young and healthy it is almost impossible to 
overstrain the heart by severe exercise. On the 
other hand, when we are middle-aged and out of 
training, we should not ask too much of it. The ef- 
fect of tobacco on the heart is practically negligible 
except for those who are competing in strenuous 
athletics. Even the burden of defective valves is to 
a large extent compensated for by increase in the 
size of the heart. 





A CHRISTMAS SEAL ‘SALE 


The New York Tuberculosis and Health Associa- 
tion through its president, Dr. Linsly R. Williams, 
reports that the Christmas seal sale in that city is 
especially disappointing in that the returns are the 
lowest that have ever been known and that it will 
be necessary to make more definite pleas for a con- 
tribution if the fund is to amount to anywhere near 
normal. This has been shown by the fact that 
whereas the goal. has been $300,000 for that city, thus 
far only $96,939 have been. contributed. This is 
more than 35 per cent less than the normal returns 
of about $150,000 at this time. 

It is pointed out that the results depend not so 
much upon iarge individual donations as upon thou- 
sands of dollar contributions from people of aver- 
age income and it is this group that has been hard 
hit financially and so a great part of the usual 
donations are lost. 

Reports from Massachusetts at the present time 
show that the deficit in several of the districts 
amounts already to over 18 per cent, which is con- 
sidered to be fairly encouraging as compared with 
the larger deficit in New York City. 
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A STUDY OF INFANT MORTALITY IN BOSTON 
FOR 1931 


The Boston Health League has completed a study 
of infant mortality in Boston for 1931 by census 
tracts and health areas. This is the second study 
of this kind and the infant mortality figures for 1930 
are available in the August 4, 1932 issue of the 
New England Journal of Medicine. It is of special 
interest to learn that the infant mortality rate of the 
city, 59.4, is the lowest on record. 

Of the total number of infant deaths, 32.5% oc- 
curred the first day, 24.2% the first month and 43.2% 
after the first month. 

East Boston—There is again wide variation in the 
infant mortality rates for the various tracts with 
the rate for this health area 9.6 above the city rate. 

Charlestown—Has a particularly high rate, 114.5, 





and attention is again called to this congested dis- 
trict. 

South Boston, Dorchester North—These two dis- 
tricts continue to have high rates in certain tracts. 

South End—tThe total infant mortality rate for this 
area, 72.7, is above the city rate. L-2 and L-3 con- 
tain a large number of Negroes, while I-4 and L-5 
contain first and second generation Syrian, Canadian 
and Irish. 

Still Births—R-1, R-3, U-2, 3, 4, 5 and 6, all in the 
Roxbury health area, contain a large number of still 
births, as well as X-6 in Dorchester South. 

West Roxbury—In this area there were 33 live 
births and 32 still births, which is unduly high. 

No final conclusions can be drawn from this series 
for two years but the rates continue to be higher 
in the congested areas, which may indicate poor 
living conditions or insufficient obstetrical care. 





CENSUS THACT MAP OF BosTom 
Preparen ty Boston Health League 
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is still facing a deficit which it is hoped will be met 
by generous benefactors. Dr. F. A. Washburn is 
now in his eighteenth year as Director of this 
Infirmary. 





HARVARD MEDICAL SCHOOL APPOINTMENTS 
The following appointments have been voted by 
the Corporation: 
For one year from September 1, 1932: 


George Kenneth Mallory, M.D., Instructor in 
Pathology. 

Robert Alexander Gregory, M.D., C.M., Assistant 
in Neurology. 

Danella Straup-Cope, Ph.D., Research Fellow in 
Physical Chemistry. 

Rodolfo Margaria, M.D., Research Fellow in Physi- 
ological Chemistry. 

Jost Michelsen, M.D., Research Fellow in Medi- 
cine. 

Eugene de Thurzo, M.D., Research Fellow in 


Neuropathology. 

Clifford Ladd Prosser, Ph.D., Research Fellow in 
Physiology. 

Eugene Francis McCarthy, A.M., Fellow in 


Ophthalmic Research. 
Wyman Whittemore, M.D., Associate in Surgery, 
Courses for Graduates. 


From November 1, 1932 to September 1, 1933: 

Charles Hazard Kimberly, M.D., Research Fel- 
low in Psychiatry. 

Dudley Merrill, M.D., Assistant in Medicine. 

Theodore Cary Pratt, M.D., Assistant in Surgery, 
Courses for Graduates. 


From January 1, 1933 to September 1, 1933: 
John Dunham Stewart, M.D., Assistant in Surgery. 





CITY HOSPITALS IN NEW YORK TO OUST 800 
ALIEN EMPLOYES; CITIZENS WILL REPLACE 
THEM AT LOWER WAGES 


Commissioner of Hospitals J. G. William Greeff 
confirmed reports recently that he had ordered all 
nurses, orderlies, helpers and other paid employes 
in the city’s twenty-seven hospitals who are not 
American citizens to quit their jobs by December 15 
or as soon thereafter as the department can inves- 
tigate their citizenship status. 

Dr. Greeff said that this move was part of the 
general economy plan in all city departments and 
was expected to save an additional $300,000 to 
$400,000 besides the $1,500,000 already cut from the 
Hospital Department’s budget. 

He announced that from 800 to 1,000 persons prob- 
ably would be affected. Some would not be re- 
placed, he said, and others would be replaced by 
American citizens at lower rates of pay than re- 
ceived by the incumbents. 

From thirty to forty employes who are not Amer- 
ican citizens have already been “eliminated,” ac- 
cording to Dr. Greeff. He said that disposition of 
cases in which first papers had been taken out 





would depend on the length of time since the papers 
had been taken out, each case being treated on its 
merits and some exceptions being made. 

First Deputy Commissioner James H. Fay, acting 
on Dr. Greeff’s orders, called all the city hospital 
superintendents together at Bellevue Hospital and 
notified them to investigate and report on all citi- 
zenship cases immediately. The hospital superin- 
tendents notified the day and night shifts of em- 
ployes to get ready for the change. — New York 
Times. 





MIDDLESEX COLLEGE ASKING FOR 
LEGISLATION 


A bill to provide for authority to grant the de- 
gree of Doctor of Dental Medicine has been filed at 
the State House by Horatio S. Card who evidently 
represents the Middlesex College. This is a matter 
for the State Dental Society to take cognizance of. 





INFLUENZA 


Although a very marked increase in influenza in 
the West and South has been noted, according to 
the Public Health Service Reports, New England 
has thus far escaped with a very small proportion 
of cases. The greater number of cases in the South 
seem to be in Alabama where 1,940 cases have been 
reported. Louisiana, Arizona and California all 
seem to be suffering from the epidemic. 





SENTIMENT FOR INCREASING THE BIRTH 
RATE 


At a recent meeting of the students of Wheaton 
College engaged in study in the sociology depart- 
ment, attention was concentrated on the birth rate 
in Massachusetts at the present time. These stu- 
dents were induced to study the birth rate of their 
ancestors over three generations and found that 
the average number of children was 4.9 and that 
the rate lessened in the succeeding generations until 
their immediate mothers had an average of but 
2.5 children. These students came to an agreement 
that the example of their great-grandmothers 
should be followed and that they themselves would 
try to rectify the situation by having four children 
each “if and when the depression is over”. 





ACTIVITIES OF ANTI-VIVISECTION 
SOCIETIES 


Recent reports from various sections of the coun- 
try show that anti-vivisection societies are especially 
active in preparing appeals to further the prevention 
of the use of animals for study by physicians. The 
growth of this movement has been shown by in- 
creased membership and publicity. It is even 
claimed that the use of dogs, in demonstrations of 
methods which may be applied in the treatment of 
disease, is unconstitutional in at least one State, 
that of California. 
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RESUME OF COMMUNICABLE DISEASES IN 
MASSACHUSETTS FOR NOVEMBER, 1932 


Searlet fever still continues the increased preva- 
lence begun over a year ago. 


Chicken pox is also quite prevalent for this time 
of the year. 

Anterior poliomyelitis is showing the lowest num- 
ber of cases ever recorded since reporting began. 


Diphtheria, typhoid fever, tuberculosis, both pul- 
monary and other forms, have again made new low 
records for the month of November. 


There has been no increased reporting of influenza, 
which has been on the increase in other parts of the 
United States. 


Whooping cough, measles and German measles are 
somewhat lower than expected for this season. 

The lowest number of cases of lobar pneumonia 
ever reported for November has been recorded this 
month. 








Mumps and epidemic cerebrospinal meningitis oc- 
curred about the number of times expected. 


RARE DISEASES 


Actinomycosis was reported from Milton, 1. 

Anterior Poliomyelitis was reported from Cam- 
bridge, 1; Dighton, 1; Hudson, 2; Total, 4. 

Dysentery was reported from Medfield, 22 (State 
Hospital); Plymouth, 2; Total, 24. 

Epidemic Cerebrospinal Meningitis was reported 
from Cambridge, 1; Lawrence, 2; Leominster, 1; 
Newton, 1; Revere, 1; Salem, 1; Somerville, 1; Whit- 
man, 1; Out of State, 1; Total, 10. 

Pellagra was reported from Boston, 1. 

Septic Sore Throat was reported from Boston, 8; 
Concord, 1; Lowell, 1; Malden, 1; Saugus, 3; Somer- 
ville, 1; Total, 15. 

Tetanus was reported from Boston, 1. 

Trachoma was reported from Watertown, 
Worcester, 2; Total, 3. 


1; 





Undulant Fever was reported from Attleboro, 1. 








MontTHLY REPORT OF CERTAIN COMMUNICABLE DISEASES 


Cases in Entire 


Case Rates per 100,000 





















































Population Population 
Novem- Novem- Proso-  Epi- Novem- Novem- Ex- 

ber ber demic demic ber ber pected 

re 1932 1931 Index* Index; 1932 1931 Ratest 

All Causes 5231 5423 — oo 121.7 126.8 — 
Anterior Poliomyelitis 4 56 40 a | 4 1:3 a] 
Diphtheria 160 240 443 4 3.7 5.6 10.3 
Epidemic Cerebrospinal Meningitis... 9 12 7 1.3 2 3 ae 
Measles 279 390 1154 no 6.5 9.1 27.0 
Pneumonia, Lobar 191 241 266 a 4.4 5.6 6.2 
Scarlet Fever 1039 903 , 883 1.2 24.2 21.1 20.5 
Tuberculosis, PUlMONALY....ccsssssssssseessssseeeeens 299 349 325 9 7.0 8.2 7.6 
Typhoid Fever 12 14 20 6 3 ao 5 
Whooping Cough 396 474 706 6 9.2 11.1 16.5 
Chicken Pox 1127 487 = — 26.2 11.4 _ 
German Measles 25 66 — — 6 1.5 == 
Gonorrhea 511 569 — — 11.9 13.1 “ne 
Influenza 14 19 — — 3 4 — 
Mumps 353 627 — — 8.2 14.7 — 
Syphilis 310 326 — -- 7.2 7.6 _ 
Tuberculosis, Other FOrMS.cccnssssssesnse 32 47 _— — xf 1 ok — 


*This index is an attempt to estimate the number of cases based on the trend during the past years which can be expected 
to occur, and is for the purpose of comparison with the number of cases which actually did occur. 


+This ratio expresses how prevalent the disease is compared with the index mentioned above; 1.9 indicates that the actual 


number of cases equals the expected number. 
prevalence than expected. 


c ; A larger number means a greater prevalence, and a smaller number a lesser 
Thus 2.0 would indicate twice the expected number, and .5 half the expected number of cases. 


The method used to determine the indices is described in the August 18, 1927 issue of the Boston Medical and Surgical Journal. 


tCalculated from the Prosodemic Index. 











‘DECLINE IN THE QUALITY OF TYPHOID GERMS 


It is reported that Dr. Francis B. Grinnell of 
Harvard Medical School has found that the old 
strain of typhoid germs which has been used to 
make protective vaccine for millions of individuals 
since 1903 is beginning to lose its virulence. The 
strain which has been used in practically all of the 
anti-typhoid vaccine in America and England is de- 
scended from germs taken from a British soldier 
who died of typhoid fever during the Boer War in 


1903. These germs were especially selected be- 
cause of their adaptation to the production of vac- 
cine and are known as the “Rawlins strain.” Mil- 
lions of American and British soldiers were pro- 


tected against typhoid by the use of these original 
Bactericidal tests now indicate 
that the Rawlins culture is far inferior to the smooth 
strain which is the more virulent type and it would 


Boer War germs. 





seem suitable therefore to substitute it for the old 
Rawlins strain if we are to get the maximum pro- 
| tection from our anti-typhoid vaccines. 
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CORRESPONDENCE 
A CORRECTION OF A STATEMENT RESPECTING 
GOUT IN HOSPITAL RECORDS 


Peter Bent Brigham Hospital 
721 Huntington Avenue, Boston 


December 14, 1932. 





Dear Mr. Editor: 

In the New England Journal of Medicine for 
November 17, 1932 on Page 910 in the report of the 
meeting of the Harvard Medical Society the follow- 
ing sentence appears: “It was remarked that this 
is the first typical case of gout in the hospital rec- 
ords since the advent of prohibition.” This is an 
error. Gout is a condition which is admitted to the 
medical wards of the Peter Bent Brigham Hospital 
at about the average rate of 3 or 4 per year, there be- 
ing admitted in 1924 8 cases, 1925 3, 1926 1, 1927 0, 
1928 1, 1929 3, 1930 0, 19381 5. I am making the cor- 
rection in order that there be no perpetuation of the 
idea indicated by the sentence that I have quoted. 

Very truly yours, 
Henry A. CHRISTIAN, M.D. 





ARTICLES ACCEPTED BY THE AMERICAN 
MEDICAL ASSOCIATION COUNCIL ON PHAR- 
MACY AND CHEMISTRY 


535 North Dearborn Street, Chicago, IIl., 
November 26, 1932. 
Managing Editor, 
The New England Journal of Medicine, 

In addition to the articles enumerated in our let- 
ter of October 29, the following have been accepted: 
Lakeside Laboratories, Inc. 

Ampoules Dextrose (d-Glucose) 25 Gm., 50 ce. 


Lederle Laboratories, Inc. 
Neocinchophen—Lederle 
Tablets Neocinchophen—Lederle, 5 grains 


Mead Johnson & Company 
Mead’s Viosterol in Halibut Liver Oil 250 D 


H. A. Metz Laboratories, Inc. 
Tablets Novocain, 1 grain 
Tablets Novocain 0.01 Gm. with L-Suprarenin 
Synthetic Bitartrate 0.2 mg. 
Ampules Novocain Solution 2 per cent with 
L-Suprarenin Synthetic Bitartrate, 1 cc. 
Ampules Novocain Solution 2 per cent with 
L-Suprarenin Synthetic Bitartrate, 3 ce. 
Ampules Novocain Solution 2 per cent with 
L-Suprarenin Synthetic Bitartrate, 5 cc. 
Ampules Sterile Crystals Novocain for Spinal 
Anesthesia, 50 mg. 

Ampules Sterile Crystals Novocain for Spinal 
Anesthesia, 100 mg. 

Ampules Sterile Crystals Novocain for Spinal 
Anesthesia, 120 mg. 

Ampules Sterile Crystals Novocain for Spinal 
Anesthesia, 150 mg. 

Ampules Sterile Crystals Novocain for Spinal 
Anesthesia, 200 mg. 





Ampules Sterile Crystals Novocain ‘for Spinal’ 
Anesthesia, 300 mg. 

Ampules Sterile Solution Novocain 20 per cent, 
5 ce. 

Ampules Sterile Solution Novocain 20 per cent 
with L-Suprarenin Synthetic Bitartrate, 5 cc. 

Ampules Novocain Solution 1 per cent, 2 cc. 

Ampules Novocain Solution 1 per cent with 
L-Suprarenin Synthetic Bitartrate, 2 cc. 

Ampules Novocain Solution 1 per cent with 
L-Suprarenin Synthetic Bitartrate, 6 cc. 

Ampules Novocain Solution 2 per cent with 
L-Suprarenin Synthetic Bitartrate, 1 cc. 

Ampules Novocain Solution 2 per cent with 
L-Suprarenin Synthetic Bitartrate, 3 cc. 

Novocain and L-Suprarenin Synthetic Bitartrate 
Hypodermic Tablets “K” 

Ampules Ephedrine-Novocain Solution, 1 cc. 


Riedel-de Haen, Inc. 
Nostal 
Nostal Tablets, 0.1 Gm. (1% grains) 
Yours very truly, 
PauL NicHoLAS LEECH, Secretary, 
Council on Pharmacy and Chemistry. 





MEMBERS OF THE JOINT CONGRESSIONAL 
COMMITTEE 


American Medical Association 
Bureau of Legal Medicine and Legislation 


November 29, 1932. 


Dr. W. L. Burrage, Secy., 
Massachusetts Medical Society, 

Keeping the promise I made you during our recent 
Secretaries’ Conference, I submit the following 
statement of the Joint Congressional Committee to 
study and report on the laws now in force with re- 
spect to “veterans.” 


Senator Arthur R. Robinson, Indiana 
Senator Smith W. Brookhart, Iowa 
Senator Henry D. Hatfield, West Virginia 
Senator David J. Walsh, Massachusetts 
Senator Walter F. George, Georgia 
Representative John McDuffie, Alabama 
Representative Jacob L. Milligan, Missouri 
Representative John W. Boehne, Jr., Indiana 
Representative John Taber, New York 
Representative Burnett M. Chiperfield, II]. 
The Committee must make its report not later 
than January 1, 1933. 
Yours truly, 
Won. G. Woonpwarp, Director. 





ARGUMENTS FOR THE OPEN DOOR TO MEDI- 
CAL PRACTICE 


November 26, 1932. 
Editor, New England Journal of Medicine, 

Recent efforts to limit the oversupply of doctors, 
as evidenced in a resolution to this effect published 
in your issue of November 17, 1932, seem hardly 
compatible with the ethics of the great and liberal 
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profession of medicine. The resolution passed and 
circulated by the county medical society of Georgia 
openly seeks national coéperation to limit the “over- 
production of doctors” by “requesting the medical 
colleges to reduce the number of graduates each 
year”. Though in your editorial comments on this 
resolution you mildly disapprove of it, you do not 
mention among your objections what seems to be 
the most deplorable feature of such propaganda. 

Namely, is it fair, is it just for those within the 
medical fold to deny admission to those outside the 
fold on the grounds of oversupply? What moral 
right have the men who have already obtained their 
medical education to deny such an education to the 
young men and women eager to enter the medical 
profession? Does not such a proposal strike at the 
very roots of the American conception of fair play 
and equality of opportunity? 

What are the young men and women interested 
in a professional career to do? The doctors say that 
there are too many doctors. The lawyers very 
vehemently say that there are too many lawyers. 
The engineers, the dentists, the teachers and other 
professionals all say there are altogether too many 
already in their respective professions. And they 
can prove their cases as well as the doctors. So 
that if an oversupply is a justifiable reason for limit- 
ing enrollment to a professional school, what are the 
young professional'y minded men and women to do? 

There is already at the present time a shameful 
condition in medical education in that thousands of 
qualified applicants are yearly turned away from 
medical schools in the United States. Apropos of 
this may not the growth of the cults be due to some 
extent to the already existing stringent restrictions 
for admission to the medical field? It would be 
interesting to make an inquiry as to whether the 
leaders in the cult movements who are frequently 
really able men have not chosen the back door to 
medicine because they were denied admission 
through the front door. You speak triumphantly, 
in the same issue, of the chiropractic bill having 
been defeated by over 100,000 votes. It would seem 
that the more striking feature of this result is not 
the defeat but the fact that almost 40 per cent of the 
voters were in favor of this bill. 

I had the shock of my life when I went abroad and 
found that our boasted equality of opportunity, at 
least in the educational field, is a fiction compared 
to the reality abroad. In the universities of Ger- 
many and Austria every man who qualifies must be 
admitted to the University to study law or medicine 
‘or anything he chooses. There is no such excuse 
as lack of space and facilities. Space and facilities 
must be made for every one who wants to study. 
The only restrictions are occasionally for foreigners 
and non-citizens, but no citizen is deprived of the 
opportunity to study the profession of his choice 
in foreign countries. 

The present low economic level of doctors and 
other professional men is of course a problem. Over- 
supply may or may not be the cause, but even if it 





is let us not degrade the profession of medicine by 
seeking relief through such inherently unworthy 
measures against the aspiring youth of America. 
Yours very truly, 
JOSEPH I. Pascat, M.D. 





A WARNING TO HOSPITALS 


The Commonwealth of Massachusetts 
Department of Public Health 
State House, Boston 
December 12, 1932. 
To Hospital Superintendents: 

A few months ago this Department had occasion 
to call to the attention of all hospitals the impor- 
tance of immunizing their nursing staff against 
typhoid fever. This letter was prompted by the death 
of a nurse who though unimmunized had been caring 
for an unrecognized case of typhoid. Within the 
past two months two other student nurses in differ- 
ent sections of the State have contracted typhoid 
fever while working on wards containing typhoid 
cases. Neither of these nurses had been immunized 
against typhoid. 

The immunization of nurses against certain dis- 
eases with which many come in contact has been 
accepted for a number of years as sound practice, 
valuable to the hospital and nurse alike. In most 
Massachusetts hospitals it is required of all nurses 
entering training. That three such cases should 
have occurred during the past year is no credit 
either to Massachusetts or to its hospitals. 

May we once more strongly urge upon you the 
importance of this procedure for each and every 
nurse attending patients in your hospital. 

Yours truly, 
GeorcE H. BicELow, M.D., 
Commissioner of Public Health. 


RECENT DEATH 


ST. GERMAIN—Dr. JosePH PIERRE ST. GERMAIN 
died in New Bedford, Massachusetts, November 17, 
1932. ; 

Dr. St. Germain was born in 1863, graduated from 
the Dartmouth Medical School in 1885 and had 
practiced in New Bedford for many years. He 
joined the Massachusetts Medical Society in 1893 
and was also a Fellow of the American Medical As- 
sociation. He is survived by his widow, Mrs. Alice 
M. St. Germain. 











OBITUARY 


EDWARD WYLLYS TAYLOR 


In the death of Edward Wyllys Taylor on August 
17, 1932, the Boston Society of Psychiatry and 
Neurology sustained an irrevocable loss. For many 
years a member and constant attendant at meetings 
of this Society he watched a small local group 
grow into an organization commanding widespread 
interest and respect. Wyllys Taylor was not only a 
member but twice served as president, for when 














VOL. 207 
NO. 25 


EDITORIAL DEPARTMENT 1173 





preparations were made to celebrate the fiftieth 
anniversary of its founding this Society could think 
of no man to honor above him. Moreover it was 
largely through Taylor that this Boston Society was 
for years represented in our national organization 
and on the editorial boards of America’s two jour- 
nals of neurology. 

His numerous communications before us served 
as models both as to substance and delivery; even 
more to be remembered were his frequent discus- 
sions which were incisive, sound and always gen- 
erous. 

It is a matter of chance that this brief memorial 
should be read tonight at a clinic given by his suc- 
cessors in the hospital which he so faithfully served, 
yet how fitting! 

It is our wish that this slight appreciation of our 
fellow member and friend be incorporated in the 
minutes of the Society, and that copies be sent to 
his family and published in the New England Jour- 
nal of Medicine. 

Henry R. VIETS, 
JAMES B. AYER. 
November 17, 1932. 


NOTICES 


DR. A. WARREN STEARNS RESUMES 
PRACTICE 
Dr. A. Warren Stearns will resume practice on 
December 1, 1932, 520 Commonwealth Avenue, Bos- 
ton. Commonwealth 2010. 











CHANGE OF OFFICE 
Dr. Richard F. O’Neil announces the removal of 
his office to 379 Beacon Street, Boston, on January 1, 
1933. 





UNITED STATES CIVIL SERVICE EXAMINA- 
TION 


Junior Medical Officer (Interne), $2,000 a Year 


Saint Elizabeth’s Hospital, Washington, D. C. 

Applications must be on file with the manager of 
the Fourth United States Civil Service District, 
Washington, D. C., not later than January 10, 1953. 

The United States Civil Service Commission an- 
nounces an open competitive examination for the 
position named above. Vacancies in this position at 
Saint Elizabeth’s Hospital, Washington, D. C., and 
vacancies occurring in positions requiring similar 
qualifications, at approximately the same rate of 
pay, will be filled from this examination, unless it 
is found in the interest of the service to fill any 
vacancy by reinstatement, transfer, or promotion. 





CHANGE O JUTY AND STATION OF COMMIS- 
SIONED ( ‘“ICER OF THE UNITED STATES 
PUBLIC HEALTH SERVICE IN NEW ENGLAND 
Dr. Alice Hamilton, Consultant. Directed to pro- 

ceed to Washington, D. C., in connection with field 

investigations of industrial hygiene. 





RADIO HEALTH MESSAGES 


DECEMBER, 1932 


Sponsored by the Public Education Committee of 
the Massachusetts Medical Society and the Massa- 
chusetts Department of Public Health. 

Courtesy WBZ. Tuesdays, 4:15 P. M. 


December 
27 Hemorrhoids 


STATE HOUSE BROADCAST 


Sponsored by the Massachusetts Department of 
Public Health. 

Courtesy WEEI. Fridays, 12:30 P. M. 

Health Subjects of Public Interest discussed by 
the Division Directors of the Department. 


-RADIO HEALTH FORUM 


Queries from the public are answered under the 
sponsorship of the Department of Public Health. 

Courtesy WEEI. Fridays, 4:50 P. M. 

Questions on Health and Prevention of Disease 
may be sent to Radio Health Forum, State Depart- 
ment of Public Health, State House, Boston. 


<i 
=< 


REPORTS AND NOTICES 
OF MEETINGS 








BOSTON CITY HOSPITAL STAFF CLINICAL 
MEETING 


The Boston City Hospital Staff held the stated 
meeting on Tuesday evening, November 22, 1932, at 
8:15 P.M., in the Cheever Amphitheater. The meet- 
ing was devoted to a discussion of Physiotherapy 
in various clinical conditions. Dr. Otto J. Hermann 
presided. 

Dr. Joseph Resnik considered the use of physio- 
therapy in hemiplegia, poliomyelitis and facial par- 
alysis. At the onset of hemiplegia, while the pa- 
tient is in coma and acute paralysis, ultraviolet 
light may be of help in healing bedsores. The arm 
should be placed in a splint that reaches to the ends 
of the fingers, in order to prevent contracture de- 
formities. The leg affected should be treated simi- 
larly to avoid foot drop. Wherever a splint is used, 
the members should be treated daily with massage 
to ease the pain and discomfort of the paralyzed 
muscles and to prevent ankylosis. 

Interrupted galvanism is beneficial in that it 
stimulates the muscles to contract and keeps them 
in a healthful condition. Some clinicians feel that 
this is -harmful in that the motions are too vigor- 
ous, but a mild current may be used and undue 
shocks thus avoided. Following such treatment in 
bed, there is the ambulatory period when the pa- 
tient learns to use the paralyzed member. In most 
cases the return of function is only partial, and to 
save the patient mental anguish and the loss of in- 
terest in living, occupational therapy or some form 
of useful exercises (feeding and clothing) is of 
great value. 
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Dr. Stanley Cobb discussed the mechanism of 
hemiplegia and illustrated his remarks with a 
diagram of the higher nerve centers. The spinal 
cord reflexes and the vestibulospinal tract are 
capable of initiating standing; the rubrospinal tract 
coming from the red nucleus and corpus striatum, 
together with the reticulospinal tract, is the chief 
nerve mechanism involved in walking; the cerebral 
cortex through the cerebrospinal tract controls 
finer voluntary motions. When the latter is elim- 
inated from control, leaving the first two sets of 
tracts in control of the muscles, the result is a 
hypertonicity or spastic paralysis of the muscles. 
Dr. Cobb showed two specimens from patients suf- 
fering with hemiplegia. In one brain the hemor- 
rhage had-occurred in the internal capsule, and in 
the other it had involved the hind brain. 

Dr. Resnik continued with a discussion of the 
part that physiotherapy plays in the treatment of 
infantile paralysis. In the early stages of the dis- 
ease, ultraviolet ray treatments are of value. Lab- 
oratory studies show that they raise the calcium 
and phosphorus content of the blood, increase the 
red cell and platelet counts, and stimulate the 
processes of immunization. Clinically the children 
seem much improved with this treatment. 

Radiant heat helps the tenderness and pain of 
the early disease. As soon as the acute processes 
have subsided, the muscle tests must be conducted 
to determine the degree of involvement, and mus- 
cle training must be begun. Interrupted galvanism 
is of value in beginning motion, because of the 
psychological effect of muscle action upon the pa- 
tient. 

Dr. Joseph Shortell spoke of the problems in- 
volved in restituting limbs stricken with infantile 
paralysis. Some patients regain from 80-90 per 
cent of their muscle function, while others have 
searcely any return of moticn, and there is no way 
of prognosticating which will be the favorable cases. 
Most of the muscles regain their function within 
six months, but treatment should be continued over 
a period of three years. Patients should be seen 
at intervals of from three to six months for several 
years in order to insure against deformities that 
follow unequal strength of antagonistic muscle 
groups. 

Three sets of cases were shown by Dr. Shortell. 
The first showed complete recovery by means of 
physiotherapy; the second had functionally useful 
lower limbs with braces; while the third was much 
benefited through operative procedures. 

Dr. Resnik, in speaking of facial paralysis, stated 
that this affliction may be central or peripheral, 
and that the latter is most frequently seen. With 
peripheral paralysis, the nerves to muscles on one 
entire side of the face are involved, while the cen- 
tral type usually excludes the muscles of the fore- 
head and sometimes those of the eye. Chilling of 
the nerve from exposure often leads to this af- 
fection, and such cases when left alone may de- 
velop permanent deformities. The comfort and 





speed of recovery are greatly enhanced by use of 
physiotherapy such as radiant heat, negative gal- 
vanism, both straight and interrupted, and later 
gentle massage and facial exercise. 

Dr. Resnik presented a case that had facial in- 
volvement following a mastoidectomy. Faradism 
and interrupted galvanism showed what was con- 
sidered between 95-100 per cent reaction of degen- 
eration. On that slight difference the patient was 
treated with physiotherapy and recovered. 

Dr. Edward J. Monahan spoke of physiotherapy, 
nerve anastomosis, and masseter muscle transplant 
in overcoming the defects of facial paralysis follow- 
ing operative procedures, and demonstrated several 
patients illustrating these points. 

Dr. Otto J. Hermann read a paper on “Physio- 
therapy in Fractures.” Massage is one of the few 
forms of treatment that has been handed down 
from ancient civilizations. In the records pertain- 
ing to the early life of the Greeks, Chinese and 
Hindus, massage is frequently mentioned as al- 
leviating pain and favorably influencing the course 
of disease. 

Today the surgeon finds particular value in ap- 
plying physiotherapy to fractures during all stages 
of the injury. Even before the fracture is reduced, 
light massage and well applied heat will rid the 
tissues of excess fluid and facilitate an easy reposi- 
tion and fixation. 

During the convalescent period fixations must be 
respected, but even so early massage can be ap- 
plied together with radiant heat. In wrist fractures, 
for instance, massage can be begun as early as the 
third day. Not only does the ease and comfort of 
the patient improve under this régime, but the 
tonicity ‘of the muscles is preserved, the joints re- 
main mobile, and there are no terminal, painful, 
traumatic arthritic joints. 

In the healed stage, massage can save the pa- 
tients weeks and months of economic time. During 
this period it may be more vigorous and applied 
longer before fatigue ensues. 

The masseur may be of invaluable assistance in 
beginning active motion, but here he should be 
carefully checked by the surgeon. Forced motion 
should be avoided, if possible, and when used should 
be practiced under general anesthesia. After active 
motion a reéducation of the muscles is often neéces- 
sary, and here special exercises under supervision 
have been found of great value at the Boston City 
Hospital. 

Dr. Hermann spoke briefiy of some of the mechani- 
cal and electrical agents that have proved of value 
in the treatment of fractures. The whirlpool bath 
is used for its heat and motion. The septic com- 
pound fractures (not of the fulminating type) with 
some degree of union, and simple fractures with’ 
considerable stiffness are especially benefited by 
this device, for it is very efficient in stimulating cir- 
culation and softening induration. . 

The sinusoidal current is used for stimulating 
muscle tone in atrophy of disuse. It is used in 














VOL. 207 
NO. 25 


EDITORIAL DEPARTMENT 


1175 





fresh cases, and should not be given to the point 
of muscle exhaustion. The infra-red type of radia- 
tion is also valuable in fresh fractures. 


Diathermy is extensively used to stimulate the 
cases with delayed union. There has been a ques- 
tion recently as to whether this treatment does not 
also cause fibrosis of the deeper tissues, but well 
controlled treatment is of unquestioned benefit. 


Dr. Stanley Cobb showed slides illustrating the 
technique of determining the effect of physical and 
chemical agents on the circulation of the brain. In 
conjunction with Dr. Resnik, experiments were car- 
ried out to determine the changes in circulation of 
the brain caused by positive and negative galvan- 
ism. Of 19 trials with positive galvanism, two led 
to vasodilatation, 11 to vasoconstriction and five 
gave no change. Of 10 trials with negative galvan- 
ism, five gave vasodilatation, two vasoconstriction 
and two no change. On the basis of this evidence, 
it may be beneficial to use positive galvanism in 
early brain hemorrhage to check the extent of the 
brain damage. 

Dr. Gyrdie W. Dickinson and Dr. Richard P. Stet- 
son presented several cases. Dr. Stetson showed a 
case of hemophilia which had been treated with 
positive galvanism following subcutaneous hemor- 
rhages. Mention was made of the possible influence 
of such treatment in constricting the vessels and 
thus checking further hemorrhage. 





BOSTON CITY HOSPITAL 


STAFF CLINICAL MEETING 


Wednesday, December 28, 1932, at 8:15 P.M. 
Cheever Amphitheatre 


Dr. Robert M. Green. Introductory Remarks on the 
Work of the Gynecological and Obstetrical Serv- 
ice. 

Dr. John T. Williams. Primary Carcinoma of the 
Vagina. 

Dr. Frederick L. Good. The Course of Pregnancy 
and Labor following Operation for Suspension 
of the Uterus. 

Dr. Joseph P. Cohen. Toxemias of Pregnancy. 

Dr. Reginald D. Margeson. Treatment of Carcinoma 
of Uterus. 

Dr. Benedict F. Boland. Treatment of Endocervi- 
citis by Coring of the Cervix with the Radio 
Knife. 

Dr. Emilio D’Errico. Inversion of the Uterus. 

Dr. Kenneth G. Farnsworth. Trichomonas Vaginalis. 

Dr. Benjamin Tenney, Jr. Pregnancy Complicated 
by Cirrhosis of Liver with Successful Termina- 
tion. 

COMMITTEE ON HospiTaL CLINICS. 


_—s 
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SOCIETY MEETINGS 
CONGRESSES AND CONFERENCES 
December 22—Clinics in Medicine at Peter Bent Brigham 

Hospital. See page 1118, issue of December 15. 
December 28—Boston City Hospital. See notice above. 


January 12 - May 12—The William Harvey Society. See 
schedule on page 765, issue of October 27. 








January 19+ May 17—New England Physical Therapy 
Society. See schedule on page 1010, issue of December 1. 

February 6-10—The American College of Physicians. 
See page 765, issue of October 27. 

February 8 - April 5—The New England Heart Associa- 
tion. See page 1011, issue of December 1. 

February 17 and 18—The New England Hospital Asso- 
ciation. See notice on page 911, issue of November 17. 


DISTRICT MEDICAL SOCIETIES 
ESSEX NORTH DISTRICT MEDICAL SOCIETY 
January 4—Wednesday, Semi-Annual Meeting. Program 

to be announced. 


May 3—Wednesday, Annual Meeting. Program to be 
announced. 


ESSEX SOUTH DISTRICT MEDICAL SOCIETY 
Tentative Program 
1933 


Wednesday, January 4, 1933—Danvers State Hospital, 
Hathorne. Clinic 5 P. M. Dinner 7 P. . Speaker: 
psa * Warren Stearns, Dean of Tufts College Medical 
chool. 


Wednesday, February 1, 1933—Council Meeting, Bos- 
ton. 


Wednesday, March 8, 1933—Lynn Hospital. Clinic 5 
P. M. Dinner 7 P. M. Speaker: Dr. Soma Weiss, Boston 
City Hospital. Subject: Arterial Hypertension. 

Wednesday, April 5, 1933—Essex Sanatorium, Middleton. 
Clinic 5 P. M. Dinner 7 P. M. Speaker: Dr. W‘lson G. 
Smillie, Professor of Public Health Administration, School 
pd — Health, Harvard University. Subject: Common 

olds. 

Thursday, May 4, 1933—Censors’ Meeting, Salem Hos- 
pital, 3:30 P. M. 

Tuesday, May 9, 1933—Annual Meeting. Salem Country 
Club, Forest Street, Peabody. Golf in afternoon; greens 
fee $2.00. Dinner at 7 P. M. Speaker: Dr. George Burgess 
Magrath. Subject to be announced later. Ladies invited. 


R. E. STONE, M.D., Secretary. 


FRANKLIN DISTRICT MEDICAL SOCIETY 


Meetings of the Franklin District Medical Society will 
be held at the Weldon in Greenfield on the second Tues- 
day of January, March and May. 


CHARLES MOLINE, Secretary. 


MIDDLESEX EAST DISTRICT MEDICAL SOCIETY 
The program of the Middlesex East District Medical 
Society for the coming year is as follows: 
January 11 at Wakefield. 
March 15 at Melrose. 
May, at the Meadowbrook Club, Reading. 
ALLAN R. CUNNINGHAM, Secretary. 


MIDDLESEX SOUTH DISTRICT MEDICAL SOCIETY 


January 13—See notice on page 1128, issue of Decem- 
ber 15. 


NORFOLK DISTRICT MEDICAL SOCIETY 


January 31, 1933—Roxbury Masonic Temple, 8 P. M. 
Subject: ‘Stomach Surgery’’—Motion pictures. Dr. Wil- 
liam R. Morrison. 

February 28, 1933—Time and place to be announced. 
“The Diagnosis and Treatment of Anemia,’ by Dr. Wil- 
liam P. Murphy. 

March 28, 1933—Time, place and subject to be an- 
nounced. Speaker will be Dr. J. P. O’Hare. 

May—Annual Meeting. Time, place and subject to be 
announced. 

FRANK S. CRUICKSHANK, M.D., Secretary. 

1695 Beacon Street, Brookline. 


SUFFOLK DISTRICT MEDICAL SOCIETY 


Wednesdays at 8:15 P. M. 

January 25, 1933—General Meeting in association with 
the Boston Medical Library at the Boston Medical Libra- 
ry. Titles and speakers to be announced later. 

March 29, 1933—Clinical Program, Massachusetts Gen- 
eral Hospital. 

April 26, 1933—Annual Meeting. Election of Officers. 
—" Program—tTitles and speakers to be announced 
ater. 

The Medical Profession is cordially invited to attend 
all of these meetings. 

WILLIAM H. ROBEY, M.D., President, 
LELAND S. McKITTRICK, M.D., Secretary, 
HILBERT F. DAY, M.D., Boston Medical Library. 
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WORCESTER DISTRICT MEDICAL SOCIETY 


Wednesday, January 11—Dinner and meeting at the 
Worcester City Hospital. Paper by Dr. Morris Fishbein, 
Editor of the Journal of the American Medical Associa- 
tion. 

Wednesday, February 8—Dinner and scientific meeting 
at the Worcester State Hospital. Program to be an- 
nounced later. 

Wednesday, March 8—Dinner and scientific program 
at the Memoria: Hospital, Worcester. Program to be an- 
nounced later. 

Wednesday, April 12—Dinner and scientific meeting at 
the Rutland State Hospital. Scientific program to be 
announced later. 

Wednesday, May 10—The Annual Meeting. 
program to be announced later. 

ERWIN C. MILLER, Secretary. 


Place and 


_— 


BOOK REVIEWS 


The Mastoid Air Sinuses. By Dr. KENJI YAMASHITA. 
Kyoto. Anatomical Institute of the Imperial Uni- 
versity. 1932. 


This monograph consists of a series of six papers 
dealing respectively with the porosity of the macer- 
ated mastoid, the individual variability of “pneu- 
matisation” of the mastoid, the correlation between 
the “pneumatisation” and the various anatomical 
masses of the mastoid, the mucous membranes of 
the air cells in the mastoid, surgical investigation 
of the perilabyrinthine cells and surgical investiga- 
tion of the “pneumatisation” of the apex of the 
pyramid. The work is illustrated by 33 admirable 
engravings and a score of line drawings in the text. 
As a contribution to a highly specialized aspect of 
clinical anatomy, it shoulu be of particular interest 
to otologists. 








Alcohol and Man. The Effects of Alcohol on Man in 
Health and Disease. Edited by Haven Emerson. 
Published by the Macmillan Company, New York, 
1932. Price $3.50. 


Often the physician is asked questions about alco- 
hol by intelligent laymen. What is its effect? How 
does it act? Does it affect heredity? Does it cause 
insanity? What value has it as a medicine? Does 
it cause disease? 
These are samples of their queries. Not infrequent- 
ly the physician can not answer the question satis- 
factorily, and it is not always easy to get the 
needed information. Sometimes the layman would 
be glad to read about alcohol, but where to refer 
him, presents a problem. “Alcohol and Man” is 
just the book to give this information. It contains 
the facts about alcohol as known today, presented 
by men competent to present the knowledge, doing 
it simply so as to be read by lay people. Very 
often in the technicalities of physiology, pharmacol- 
ogy, psychology, pathology, statistics, etc., the phy- 
sician actually is a layman and will find this sort 
of presentation welcome. 

Under the editorial supervision of Emerson, Di- 
rector of the Public Heaith Institute at Columbia, 
aided by Christian of the Peter Bent Brigham Hos- 
pital, Hunt of Harvard, Hunter of the New York 
Life Insurance Company, Lieb of Columbia, Miles of 
Yale, and Stillman of the Rockefeller Institute, a 


What is its relationship to crime?, 


jished by W. B. Saunders Company. 





group of men eminent as physiologists, pharmacol- 
ogists, biologists, anatomists, geneticists, path- 
ologists, physicians, psychologists, psychiatrists and 
statisticians, each familiar with certain phases of 
the alcohol problem, have discussed alcohol in re- 
lationships that concern man, his health and well- 
being. This is not propaganda for or against alco- 
hol; some of the writers have “dry” and others 
“wet” sympathies. It is a well-written book, read- 
able, not too long (429 pages), not expensive, which 
should fill a great need as a source of information 
about alcohol not otherwise readily obtained from 
many scattered sources. 

The reader will find that alcohol is very complex 
in its effects and relationships. It is indispensable 
to the druggist as it is required in making many fre- 
quently used medicines, but the therapeutic uses 
of alcohol are not very numerous; it is a poison, 
and yet it is a food; it is a depressant, and still 
in another sense it is a stimulant, possibly as an 
inhibitor of inhibitions; though it can cause certain 
pathological changes, these are not numerous, and 
its habitual use in moderate amounts by normal 
healthy adults appears to be without any permanent, 
deleterious, organic effect; alcohol increases the 
senses of bodily comfort, obliterates worry and the 
drag of time and narrows the scope of attention; it 
decreases the speed and increases the errors of co- 
ordinated muscle movements and mental processes, 
at the same time increasing the operative’s content- 
ment with his performance; alcohol contributes to 
crime but is not a specific cause of crime; moderate 
users of alcohol probably live as long as total ab- 
stainers, but usually they do not continue to be 
moderate drinkers; alcohol is a direct and principal 
cause of several types of mental disease, and these 
come principally in middle life when efficiency and 
productivity should be at its height; alcohol use 
increases mortality as shown by variations in excess 
mortality cf men over women in comparison with 
variations in consumption of beer and other alcoholic 
beverages. These statements emphasize the com- 
plexity of alcohol effects and should whet the ap- 
petite to read in detail in this book what is said 
about alcohol as it affects man. 





BOOKS RECEIVED FOR REVIEW 


Excitability—A Cardiac Study by W. Burridge. 
Published by Humphrey Milford, Oxford University 
Press. 208 Pages. Price $3.85. 

The Child and the Tuberculosis Problem by 
J. Arthur Myers. Published by Charles C. Thomas. 
230 Pages. Price $3.00. 

Internal Medicine—Its Theory and Practice in 
Contributions by American Authors. Edited by 
John H. Musser. Published by Lea & Febiger. 1316 
Pages. Price $10.00. 

Diagnosis and Treatment of Diseases of the Thy- 
roid Gland by George Crile and associates. Pub- 
508 Pages. 
Price $6.50. 








